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The surgical treatment of aortic stenosis has received 
little attention in the literature of this country, in spite 
of numerous articles from the United States. Logan 
and Turner (1954) reported on seven patients treated 
by operation, and Marquis and Logan (1955) described 
six cases of congenital aortic stenosis treated by opera- 
tion, but were unenthusiastic about their results. More 
recently Baker and Campbell (1956) have presented the 
results in 16 of their patients operated upon at Guy’s 
Hospital. 

This article gives my views and experiences in oper- 
ating on 120 cases of aortic stenosis; it necessarily 
touches on the clinical features of this disease, but is 
intended primarily as a surgical essay. 


Historical 


The history of the surgical treatment of aortic stenosis 
is inevitably short. It is usually stated that the first 
operation was done in 1913 by Tuffier, who attempted 
to dilate the stenosis by invaginating the aortic wall 
with his finger. This can scarcely be accepted as a 
serious contribution. 

My own interest in valvotomy focused upon the aortic 
valve soon after the war, when, in common with a num- 
ber of surgeons throughout the world, I was engaged 
in seeking ways to develop direct operations upon the 
heart valves as the next obvious and long-overdue 
surgical development. 

Souttar (1925) had pointed the way to a simple tech- 
nique to deal with mitral stenosis, but it proved diffi- 
cult in 1946 to persuade cardiologists that herein lay a 
promising (and as it turned out, brilliant) therapeutic 
future ; there was too much inborn reluctance to touch 
the heart. However, it seemed that aortic stenosis 
offered to the surgeon a route which avoided direct 
interference with the heart and therefore was less likely 
to evoke the superstition. The important fact seemed 
to be that the aortic valve could be approached with 
relative simplicity from above. The anatomical basis 
of the arterial route to the aortic valve and to the pul- 
monary valve has been described elsewhere (Brock, 
1950) ; it suffices to say that an instrument introduced 
into the innominate artery either via its subclavian or 
common carotid branch, or directly into its trunk, can 
be passed straight down to the aortic valve cusps. 

During 1946 I designed an operating cardioscope, or 
combined valvoscope and valvotome, and was able to 
use jt on a case of aortic stenosis on March 27, 1947. 
The right subclavian artery was exposed through a small 
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incision in the neck, and the cardioscope was passed 
without difficulty to the aortic valve ; a good view was 
obtained of the irregular calcified masses which dis- 
torted the diseased valve. It was realized that an 
attempt to cut this calcified valve semi-blindly with the 
small knife attached to the instrument was unlikely to 
be successful enough to justify the risk involved. The 
instrument was withdrawn; the patient suffered no 
harm nor derived any benefit. 

About this time also Smithy (Smithy and Parker, 
1947) was grappling with the problem until his own 
untimely death from the disease itself. Bailey ef al. 
(1952) next reported that the technique of passing a 
cutting valvotome through the ventricular wall and then 
using an expanding dilator to split the valve open, 
although so satisfactory in pulmonary valve stenosis, 
was liable to cause severe regurgitation if used on the 
aortic valve. They suggested that instead of preliminary 
use of a valvotome the stenosis should be relieved by 
means of a powerful expanding dilator, and to this end 
designed a three-bladed one, based on the two-bladed 
dilator already used with success on pulmonary stenosis 
(Brock and Campbell, 1950). There is no doubt that 
Bailey’s recommendation of the basic use of an expand- 
ing dilator was sound. In ordinary calcified aortic 
valvar stenosis the architecture of the fused cusps is 
so distorted that the blind use of a cutting instrument 
is dangerous and ineffective ; dangerous because it is 
easy to miss the valve lumen and perforate the aortic 
wall or the tissue of a cusp ; ineffective because it may 
encounter only calcified tissue it cannot cut. A pro- 
perly designed expanding dilator finds its way through 
the valve lumen with less danger and can disrupt the 
fused cusps. When the valve is not calcified, as in 
children or young adults, there can still be a place for 
the preliminary use of a cutting valvotome before the 
valve is cautiously split open with a dilator, unless of 
course open valvotomy is used. 

Bailey was soon able to report a large experience with 
this type of transventricular valvotomy (Bailey et al., 
1954), but after operating on some 65 patients he rejected 
the transventricular route for a transaortic one (Uricchio 
et al., 1955 ; Bailey et al., 1956). Harken (1955) has also 
accepted the aortic route to the valve, and, indeed, has 
stated dogmatically that it is the only route that should 
even be considered. A number of other American 
writers have also made the same recommendation, among 
them Fell (1955) and Likoff et al. (1955). In Great 
Britain, Logan has used the transventricular route (Logan 
and Turner, 1954). 
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After my initial case of retrograde approach to the 
valve in 1947 I used this route in two more patients. 
Instead of a small neck incision the upper part of the 
sternum was split and the innominate artery itself used 
for the passage of instruments. My experience with it 
was so bad that I abandoned it in 1952, with reluctance, 
for the transventricular route. After some initial 
troubles this route has proved so satisfactory for general 
use that I have continued to use it for most cases up to 
date. I cannot agree with the arguments put forward for 
the superiority of the transaortic route over the trans- 
ventricular ; the matter is discussed more fully below. 

The use of the blind method in valvotomy, whatever 
the route, has much against it. Although one can feel 
content that in relieving aortic stenosis by dilatation 
something is being achieved where nothing was being 
dore before, it is not possible to be really satisfied with 
it. Especially is this so in children or young adults in 
whom the valve is not calcified. Here it would seem 
essential for good surgery to achieve as near a perfect 
result as possible with the least chance of causing regurgi- 
tation. There is only one way to achieve this in a high 
proportion of cases, and that is by open direct-vision 
valvotomy. This is, of course, in keeping with the present 
inexorable trend of cardiac surgical technique, towards 
Open-vision operating. 

Open aortic valvotomy has been inevitable, and it is 
interesting and significant that the step was undertaken 
by two or three surgeons about the same time. My own 
first open aortic valvotomy was done on January 26, 
1956 (Brock, 1956), and I have since done six cases. 
Lewis et al. (1956) have reported three cases of open 
aortic valvotomy under hypothermia, the first being 
operated upon on December 2, 1955. _Lillehei et al. 
(1956) report a single case of open aortic valvotomy for 
calcified aortic stenosis using a complete by-pass and 
retrograde coronary perfusion ; this operation was done 
on January 31, 1956, and since then Lillehei has done 
several more. In the discussion following Lewis's 
communication Swan mentions having used open aortic 
valvotomy twice (presumably under hypothermia) and 
Bailey also twice, using a pump oxygenator. It is as yet 
rather early to assess the true value of open aortic valvo- 
tomy, but it is certainly the most promising and logical 
method of treatment so far available. 

Assessment of the results of closed valvotomy is easier 
and will be presented later. 


Therapeutic Problem of Aortic Stenosis 


As with many other heart diseases, there has been much 
loose and immature thought about aortic stenosis. Typical 
is the attitude that it is a relatively benign condition based 
on the observation that patients are encountered in the 
50’s or 60's with a short history. From this it is argued 
that all patients can live to 50 or 60! The same attitude 
was seen a few years ago with mitral stenosis: one patient 
aged 60 or even 70 can be so prominent in a clinician's mind 
that he may fix his attentions on him and conclude that 
any sufferer from valve stenosis can live so long. The count- 
less thousands suffering grave or total d'sability or dying 
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before 45 are ignored. The accompanying Table gives the 
age groups of the patients in my series ; it should be realized 
that each and every one was referred for treatment because 
of severe symptoms. It is seen that 56 patients were below 
the age of 50 years and 31 below 40. 


Aortic stenosis is a surgical disease and each case should 
be considered as possibly needing surgery ; not, as is now 
usual, being accorded regular observation until some sinister 
or subterminal symptoms appear. This statement is bound 
to provoke protest and so must be justified. For this it is 
imperative to realize that one of the basic functions of the 
surgeon is to relieve obstruction to a hollow viscus or duct— 
a function which has become elabcrated chiefly since the 
advent of modern surgery. The relief of obstruction to the 
oesophagus, the pylorus, the intestine, the urinary or biliary 
apparatus is accepted, without question, as a surgical matter, 
Happily, in recent years this acceptance is extending to the 
mitral valve and the pulmonary outflow tract, but its signifi- 
cance in relation to the aortic outflow is less appreciated. 
Neglect of, or a laisser faire attitude towards, chronic or 
subacute obstruction of the bladder or colon would be con- 
sidered professional incompetence or neglect, and yet chronic 
or subacute obstruction of the left ventricle is still viewed 
with complacency. 

The left ventricle is the most important muscular struc- 
ture in the body ; it is possible to live, and live well, without 
a bladder or a colon, but not without a left ventricle. To 
some it may seem wrong to think of the colon, the bladder, 
and the heart in the same terms. The heart still carries with 
it the atmosphere of nobility and an exalted place in the 
human economy which is exemplified in its being credited 
with the seat of the emotions. Noble it is in the same way as 
that other friend of man, the horse. The left ventricle in par- 
ticular is the willing horse ; it will go on, week after week, 
month after month, year after year, doing its job manfully 
under the severest burden and will make but little complaint. 
When it does at last begin to complain, when symptoms are 
insistent and can no longer be ignored, it is dangerously 
near its end. It will live but a few months or a year or two 
once the features of failure have appeared ; it is liable to 
stop suddenly, just as the horse may go on until it drops 
down dead. Even at the late stage of impending failure 
it may be restored to many years of useful work if its burden 
is relieved, if the aortic stenosis is corrected. It behoves us 
to recognize and respect left ventricular obstruction and to 
relieve it much earlier than is now done. 

It is, of course, realized that until very recently there was 
no safe or satisfactory surgical treatment for aortic stenosis, 
and thus nothing was to be gained by reference to a surgeon. 
The object of this article is to try to show that surgery now 
offers a great deal to the sufferer from aortic stenosis, but 
that to do his best the surgeon should be consulted before 
signs of chronic invalidism and impending death have 
appeared ; that only in this way can good results be obtained 
and confidence be engendered. 


Clinical Assessment 


This brings us to another fact that has to be discussed 
—the need for a more scientific assessment of the clinical 
state of the patient than is generally used. The physician 
may defend his policy and practice of not referring his 
patients for surgical intervention because he has concluded 
that their disability or disease does not warrant it ; that the 
aortic stenosis is not severe enough. Without doubt there 
are many cases in which this is the correct and proper 
decision. The point to be made is that in most cases this 
decision is empiric; it is in the nature of a “hunch”; a 
clinical hunch that may be right, and may be totally wrong. 
In such a responsible matter more than clinical sense 's 
needed, for to-day methods are available to help towards 
a more precise assessment. 

The simplest, and unfortunately the most ingenuous, 
assessment used is the patient’s symptoms. There is, for 
instance, the astonishing statement in an important textbook 
(Lewis, 1933), “there are no symptoms of aortic stenosis.” 
The most that can be said of this is that it is presumably 
meant to be subtle and it merely succeeds in being sinister. 
If the patient says he is not troubled or is conscious of only 
slight restriction on exertion, this is usually accepted as 
ruling out the need for operation. Clearly this may be so. 
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but we do not receive long training to become doctors, and 
longer still to become specialists, to apply a simple rule of 
thumb that could be applied by a layman. It is our duty to 
assess the situation in each patient so that he can be given 
sound and sober advice. This may well be reassurance and 
observation, but we must be able to recognize when the 
circumstances are not satisfactory even though they may 
appear to be so superficially. The left ventricle, in thi; 
matter, is its own worst enemy ; it will go on doing its job 
with but little outward protest until it can continue no longer 
without grave complaint. What we need is to be able to 
assess the burden the left ventricle is carrying even though 
it carries this burden without noticeable complaint. 

The first step in this is clinical assessment. Others have 
written of this—for example, Matthews et al. (1955) and Baker 
and Campbell (1956)}—and so only a few comments are needed 
here, and it is best to start at the end. When the heart has 
grossly failed the patient may be too late for surgery and 
certainly too late for more than moderate amelioration. Yet 
how often is this the very time that the patient is first 
directed to the surgeon even though he may have been 
regularly observed for years. It is like guarding closely 
the sufferer from chronic prostatic obstruction until his 
bladder is up to his umbilicus, his urinary tract infected, 
and his kidneys barely functioning, and only then referring 
him for operation. Features of right-sided heart failure 
are usually features of inoperability, not indications for 
operation ; established right-sided failure indicates a vir- 
tually totally inoperable state. Much the same applies to 
left-sided failure. The condition unrelieved or unrelievable 
by routine medical treatment indicates that the time for 
useful surgery has passed. It is useless to appeal that only 
an operation gives the patient a chance of survival ; this is 
not surgery, it is the prostitution of surgery. Surgery is a 
valuable tool which should be used properly and with re- 
spect ; it becomes damaged and blunted if misused. The 
bad results of surgery repeatedly invoked in such cases 
promote lack of confidence, impair morale, and hold up 
progress. 

If left-sided failure has occurred but has responded satis- 
factorily to treatment, especially if it was precipitated by an 
acute infection or some such episode, then successful opera- 
tion may still be possible. The same applies to the early 
features of left ventricular failure, such as a tendency to 
nocturnal dyspnoea ; it is still not too late to save these 
patients. It must, however, be realized that these are not 
so much indications for operation as indications that if 
operation is not undertaken as an urgency it will be too late. 

Angina pectoris is often considered as a contraindication 
to operation; this is not so. It should be regarded as a 
cri du ceur for relief. Anginal symptoms are usually com- 
pletely relieved by a successful valvotomy. 

Dyspnoea at night is a grave feature; dyspnoea on 
exertion is often brushed aside. This should not be so; it 
should always, however slight, be accepted as a significant 
symptom until full assessment has shown it not to be. 
Although it is a very difficult feature to assess, and though 
it may prove unimportant, nevertheless, if genuine, it indi- 
cates that under the conditions in which it occurs the heart 
is unable to do its work properly, its ability is limited, 
it is failing in its task. In other words, dyspnoea can be an 
important feature, an important warning of the need for 
help. 

Except in emotion or on physical effort we are unconscious 
of the heart’s action. In a patient with aortic stenosis simple 
awareness of the heart’s action may be a feature that should 
lead to complete and critical assessment of the burden the 
left ventricle is carrying. Especially is this so in the child 
or young adult, in whom the left ventricle has a remarkable 
power of compensation for the demands placed upon it; a 
power that we should recognize, respect, and seek to relieve 
from burden rather than take advantage of to the extent 
of abuse. 

How can this assessment be made in the absence of the 
obvious clinical stigmata of failure? Simple enlargement 


of the ventricle may be only reasonable compensation. 
If considerable it indicates a considerable burden; in the 
absence of regurgitation much enlargement suggests a degree 
of actual failure. The electrocardiogram is indispensable in 
assessment, especially if over a period of observation it 
shows deterioration. The clinical examination of the pulse 
is also invaluable, particularly when extended by the more 
critical analysis of an arterial pulse tracing. 

In many cases it is quite easy from the above findings to 
decide that operation is desirable or essential. In others 
more critical assessment is needed. 


More Critical Assessment 


Right-heart catheterization by itself can give little direct 
help ; it may demonstrate a low cardiac output and poor 
response to exercise. The “pulmonary capillary venous 
pressure” may also indicate or confirm evidence of left 
ventricular limitation or failure. The information obtained 
is likely to be more useful if combined with a knowledge of 
the pressure in the left ventricle and aorta. This may be, 
obtained by direct left atrial puncture according to the 
technique of Bjérk et al. (1953), but we have found that, 
although a left atrial pressure record can be secured, it 
is, disappointingly, frequently impossible to manipulate a 
catheter into the left ventricle in cases of aortic stenosis ; 
it is much easier when the left atrium is dilated as in mitral 
valve disease. Moreover, left atrial puncture may be very 
distressing to the patient, and, if he is ill with aortic stenosis, 
may be frankly dangerous. However, we have been able to 
obtain valuable information in this way by simultaneous 
recording of the left ventricular pressure and the brachial 
or femoral artery pressure, thus obtaining the gradient across 
the valve. 

In view of the uncertainty and drawbacks to left atrial 
puncture we have been using direct left ventricular puncture 
with greater satisfaction. This method is quick and simple, 
and so far has proved safe (Brock, Milstein, and Ross, 1956). 
It has been invaluable in deciding for or against operation in 
difficult cases. Thus, although clinical and other features 
may indicate the probable need for operation, direct left 
ventricular puncture has shown unequivocally a trivial 
gradient across the aortic valve ; conversely, it has demon- 
strated in not dissimilar cases a very high left ventricular 
pressure and a very high gradient, indicating the urgent need 
for operation. In the 90 cases in which we have used this 
method it has been incomparably less disturbing than left 
atrial puncture; there has been no morbidity and no 
mortality. A more detailed report on the analysis of the 
information obtained from left ventricular puncture is given 
by Fleming and Gibson (1957), and I need not anticipate 
their observations. 

Figs. 1 and 2 show the type of pressure record and infor- 
mation obtainable from the direct left ventricular puncture 
combined with a brachial artery pressure tracing. Fig. 2 
illustrates that a direct left ventricular pressure record may 
exclude significant aortic stenosis. 

The only time the gradient may be deceivingly high is 
if significant regurgitation coexists; it should be possible 


to recognize such substantial regurgitation by other methods. 


Fic. 1.—Left ventricular and brachial artery pressure records 
showing an aortic systolic gradient of 120 mm. Hg, thus demon- 


strating severe aortic stenosis. Left ventricular pressure re- 
corded by direct percutaneous puncture of ventricle. 
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Fic, 2.—Brachial artery and left ventricular pressure records 

showing an aortic systolic gradient varying from 5 to 15 mm. Hg, 

thus excluding significant aortic stenosis. Left ventricular pres- 
sure recorded by direct percutaneous puncture of ventricle. 


Usually the pulse pressure is too wide for dominant aortic 
stenosis and the actual gradient is rarely as high as 100 mm. 
Hg and more usually nearer 50 mm. Hg. Incidentally there 
is a tendency to be too ready to reject a patient for aortic 
valvotomy because of the presence of some regurgitation ; 
a small amount may be quite unimportant and should not 
turn one away from relieving the dominant stenosis; in 
these cases study of the aortic gradient may be especially 
helpful. Valvotomy may even relieve the regurgitation as 
well as the stenosis if it restores greater mobility to the 
cusps. 

In a short communication to the British Cardiac Society 
in 1954 I indicated the difficulty of diagnosing significant 
aortic stenosis from the physical signs alone in all cases ; 
in particular the mere presence of a systolic thrill and 
murmur may be misleading. This was illustrated by pres- 
sure records taken at operation for aortic coarctation in a 
boy who had been diagnosed as also having dangerous 
aortic stenosis. It can be seen (Fig. 3) that there was no 
gradient across the valve. In another patient, observed for 
several years by a skilled cardiologist who requested opera- 
tion as a result of his clinical observations and his know- 
ledge of the patient's progress, pressures taken across the 
aortic valve at thoracotomy also showed no gradient. (To- 
day this information would have been obtained by direct 
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Fic. 3.—Pressure records of aorta and left ventricle taken at 
thoracotomy; there is no gradient and no significant aortic 
stenosis. 


left ventricular puncture.) These two cases emphasized 
that it is not enough to accept even a skilled clinical assess- 
ment in all cases and indicate that the surgeon must check 
the pressures across the valve at operation, if these have 
not been done before. Operation results and experiences 
in patients in whom this has not been routinely done 
may be, in my submission, valueless; they are certainly 
incomplete. 

The ability to do percutaneous left ventricular puncture 
and simultaneous brachial artery or aortic records of pres- 
sure allows us to obtain this precise and valuable informa- 
tion as a part of routine pre-operative assessment. 

So far we have found a reasonably close correlation 
between the pressures recorded before operation and those 
taken at operation. This is in direct disagreement with the 
statements made by others that observations at operation 
are unreliable (Matthews ef al., 1955; Bailey ef al. 
1956). 

Matthews ef al. (1955) also state that it should not be 
necessary to know the gradient across the valve to assess 
the severity of the stenosis, and that, apart from the figures 
being unreliable, the requisite information can be obtained 
by other means. They give no figures to support this, nor 
disclose any experience obtained from cases studied before 
and at operation. In my experience it is not possible to 
obtain sufficient precise information on these cases without 
left as well as right-heart catheterization. It is difficult to 
imagine any pre-operative clinical assessment of cases much 
superior to that which I am privileged to enjoy from my 
very able cardiological colleagues, and yet we have found 
that the final essential information has on several occasions 
come only from left ventricular puncture with or without 
right-heart catheterization. This has enabled us to assess the 
severity of the lesion and thus has greatly helped the diffi- 
cult task of advising operation in an anxious case, even though 
there was already a strong clinical indication for operation. 
Also it has enabled us, unequivocally, to rule out or post- 
pone operation in others in whom operation had seemed 
indicated. 

At present large numbers of patients with aortic stenosis 
are being observed at cardiac clinics throughout the world 
by virtually rule-of-thumb methods. Especially is this so 
with children. Their aortic stenosis may be mild and unim- 
portant ; it may be severe. With present practice there is 
little chance of the more severe cases being selected for 
operative relief until they begin to show signs of grave 
failure, by which time it may be too late. 

If these patients are to be selected for operation at the 
proper time, when their left ventricle needs relief from its 
burden and before advanced secondary changes have 
occurred, this cannot be done by clinical “ guessing,” how- 
ever shrewd this may be and however hard it is to accept 
that it often is guessing. If proper progress is to be made 
in the surgery of aortic stenosis then the approach to and 
management of these cases have got to be reorganized. 
Especially must this be so in children and young adults, for 
it is in them that the best results will be achieved before 
the valve has become so severely calcified that it cannot 
be made even remotely normal. Nadas and Ongley (1956). 
of Boston, reported a careful and complete study, including 
left? and right-heart catheterization, they had undertaken in 
a series of children with aortic stenosis. They realized 
the need for this after observing five sudden dea‘ns in five 
years. Their findings revealed the need for urgent surgery 
in almost all their patients. 

Clearly it would be unreasonable to expect patients with 
aortic stenosis to have been put forward for operation, or 
even necessarily critically examined with a view to opera: 
tion, until quite recently, The surgery of aortic-stenosis 
had not justified itself; the mortality was high and the 
results were poor. Clinicians have, quite properly, beer 
hesitant and unconvinced. One of the objects of this 
article is to try to show that there is now every justification 
for confidence in advising patients to consider surgery anc 
to undergo it if found to be suitable for operation. 
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Morbid Anatomy of Aortic Stenosis 


The outstanding feature in aortic stenosis is the frequency 
with which the valve cusps are deformed by calcified 
deposits. On this rock-like substance the surgeon's efforts 
may founder, for he is often at the mercy of the anatomical 
accident of the disposition of these masses; what he can 
do to help may be decided largely by them. In extreme 
cases the whole valve and ring may be so calcified that 
jittle or nothing can be achieved ; in others the commissures, 
or at any rate part of them, may be sufficiently free from 
calcium to allow a satisfactory result. The least favourable 
type is the bicuspid valve in which it may be impossible 
materially to increase the valve lumen without rupturing 
part of the cusps and thus causing severe regurgitation. In 
such a valve the cusp margins are straight lines, rigid and 
fixed; they are not curved like bucket-handles and so 
possessed of the power of swinging wide open as is the 
case when a stenosed but prominent valve cone is cut trans- 
versely by valvotomy. 

Clearly it is desirable, whenever possible, to operate 
before calcification has developed. Unfortunately, only 
too often extensive calcification is already present when 
the patient first comes for advice. In my series in only one 
patient over the age of 30 was the valve not calcified ; she 
was 32. Once calcification is present it has to be accepted 
and the efficacy of surgery is inevitably limited; cure, as 
such, is impossible. This is, however, no reason why 
operation should be rejected. Theory may be against it; 
practice proves it can give satisfactory results, as will be 
shown. At the very least the clock can be turned back 
several years, even though considerable stenosis remains ; 
the patient may gain a larger valve orifice than, in fact, 
he has had for the greater part of his life. 

The non-calcified valve has been studied at open opera- 
tion in six cases ; in five there were three fused cusps, in one 
the valve was bicuspid. The cusps were much more 
thickened and swollen than is seen in the stenosed pulmon- 
ary valve, the commissures in particular being swollen and 
difficult to define on their ventricular aspect. This may 
well be due to the higher pressures involved. 

The patient who had a bicuspid valvar stenosis also had 
a severe subvalvar stenosis. This condition was also found 
as an isolated lesion in four other patients, and the five 
cases have been fully reported elsewhere (Brock and 
Fleming, 1956). It must suffice to state here that the pre- 
operative differentiation between valvar and subvalvar 
stenosis is difficult; the various clinical and semi-clinical 
differential features put forward are valueless. In four 
cases the diagnosis was made at operation by a withdrawal 
pressure record taken with a catheter passed into the aorta 
through the left ventricle. In the fifth case a withdrawal 
pressure record failed to show the subvalvar stenosis which 
was disclosed by open operation on a supposed valvar 
stenosis. It is our policy to make a withdrawal pressure 
record whenever there is any doubt about the lesion being 
valvar, especially in the absence of calcification. The 
possibility of the stenosis being subvalvar must be borne 
in mind and every effort made at a precise differentiation. 

When the aortic stenosis is associated with mitral stenosis 
severe calcification is less frequent and consequently valvo- 
tomy offers more in isolated aortic stenosis. In 34 cases of 
combined aortic and mitral stenosis calcification was absent 
in 20 and was not severe in most of the others. 


Surgical Technique 

As already stated, the transventricular approach is pre- 
erred, except for open valvotomy. The heart is exposed by 
the standard left antero-lateral thoracotomy through the 
bed of the fifth rib, which is used for mitral valvotomy also. 
Although the skin incision extends backwards only some 
2 inches (5 cm.) beyond the inferior angle of the scapula, 
the rib bed is opened for its whole length. This gives an 
excellent exposure and spares the big shoulder muscles. 
Occasionally, when the left ventricle is very large, it is 


better to divide the sixth costal cartilage as well, and 
occasionally it may be more convenient to use the sixth 
rib bed. 

Once the chest is opened the next step is dissection of 
the aortic branches to the head and neck and the passage 
of snares for their later control; it is essential to do this 
to help guard against calcified emboli. It is best to secure 
the vessels early in case emergency valvotomy is needed 
should the heart show distress. 

The aorta is next palpated and the character of this thrill 
and pulsation is noted. The state of the valve and the valve 
ring is examined, especially for calcification. Pressures are 
then taken in the aorta and left ventricle by simultaneous 
needle puncture; in this way the gradient is assessed or 
confirmed. A catheter withdrawal tracing is not now used 
as a routine, because the manipulations of introducing it 
may bé disturbing and may even produce ventricular 
fibrillation; it is used when there is a possibility of a 
subvalvar stenosis. 

A favourable site on the left ventricle is selected for 
entry ; this should be towards the apex and in a region as 
free as possible from coronary branches. A local anaes- 
thetic solution is not injected into the myocardium ; it does 
no good and may do harm. Formerly a heavy linen thread 
purse-string stitch was used and held in a Rumel tourniquet, 
but it was found that the strong pull that an assistant can 
exert may cause partial ischaemic atrophy within the con- 
stricted area. A light 00 silk stitch is now preferred, held 
by a short piece ofsoft rubber tubing ; this is effective and 
not harmful. Sometimes no stitch at all is used. 

Through a small incision a probe is inserted to feel the 
way into the ventricle ; this is followed by a 0.4-cm. bougie. 
Neither of these instruments goes high enough to engage 
the valve lest calcium emboli are detached. The snares are 
now tightened on the aortic branches and the valve dilata- 
tion is done without loss of time. The 0.4-cm. bougie is 
advanced to the valve, and palpation will quickly give some 
idea of the size, shape, and disposition of the stoma. This 
is quickly followed by the 0.7-cm. bougie, and then the 
expanding dilator is introduced and opened in two or three 
directions. All these movements must be fully controlled. 
If there is any doubt at all of the true position of an instru- 
ment it should be withdrawn and a fresh start made. To 
push or to use force may be disastrous. Only rarely is 
the orifice so small that a bougie is really gripped tight, 
and then the advancing force must be steady and con- 
trolled ; all movements of the instrument should be checked 
and guided by fingers placed outside the aorta. As the 
instruments are changed the assistant applies light pressure, 
if needed, to the purse-string tourniquet. 

An observer calls out the duration of the time of occlu- 
sion of the head and neck vessels ; first at 45 seconds, then 
at 60 seconds, and thereafter every 10 seconds. It is usually 
possible to complete the valve dilatation in 50-70 seconds 
(Fig. 4). A pause of some 5-10 heart beats is allowed to 
disperse any free calcium, and the snares are then loosened. 
Haemorrhage is usually slight and is controlled by finger 
pressure in addition to light tightening of the tourniquet 
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sec. 
Fic. 4.—A continuous brachial artery pressure record taken be- 
fore, during, and after aortic valvotomy. Three features are 
demonstrated. (1) The fall in blood pressure to almost zero 
marks the duration of occlusion of the aortic branches to the 
head and neck to prevent calcium emboli ; it lasts some 65 seconds, 
and during this time the valvotomy was completed. (2) The 
blood pressure rapidly returns to the pre-valvotomy level. (3) On 
the left and ‘the right are slow tracings: to show the form of the 
pulse wave. Before valvotomy the slow upstroke shows a classi- 
cal anacrotic notch; after valvotomy the upstroke is steep and 

has no notch. 
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If bleeding is heavy a swab can be held over the wound. 
At this stage it is better to wait quietly a few minutes to 
let the heart settle down ; this will always lessen the bleed- 
ing and may allow it to stop altogether. Palpation of the 
aorta will usually reveal changes in the thrill, pulsation, and 
pressure to indicate the degree of improvement. When the 
heart’s action is steady the improvement can be checked 
by taking pressures across the valve once more by needle 
puncture. If these are satisfagtory it only remains to close 
the small wound in the ventricle with two or three stitches. 
If the gradient: is stil! high further instrumentation is 
needed. 

It is necessary to take great care in tying the stitches. 
If the muscle is at all friable and they are tied too tightly 
they will cut out, and control may then be difficult; the 
sutures should be bedded down just so much and no more. 
Much has been written about uncontrollable haemorrhage 
and unsuturable wounds, but these have never been so in any 
of the cases in this series. It may be that the use of a 
large, heavy type of expanding dilator is responsible for 
severe damage to the myocardium. The simple two-bladed 
dilator of the type used for pulmonary stenosis and opening 
to 3.5 cm. is less than 1 cm. in diameter. It has given no 


Fic. 5.—Two-bladed expanding dilator. 


trouble and is very powerful and effective (Fig. 5). The 
suggestion that a three-bladed expanding dilator can open 
the three commissures is unconvincing. 

The heart may show distress during the early manipula- 
tions, and ventricular fibrillation may even begin. In these 
circumstances it is best to proceed at once to complete the 
valvotomy and then begin resuscitation. 

If fibrillation begins during the valve dilatation this can be 
completed and then massage and defibrillation carried out. 
Several patients have made a perfectly normal recovery 
even after going through a period of many minutes of 
ventricular fibrillation (Milstein and Brock, 1954). 

When aortic and mitral stenosis coexist the heart is 
exposed in the same way. In most cases the mitral stenosis 
is the more important lesion and is dealt with first ; 
pressures are always taken across both valves to try to 
elucidate this. If the aortic stenosis should be the more 
important it is naturally treated first. After the mitral 
valvotomy the aortic gradient is again checked before the 
aortic valve is dealt with according to the technique already 
described, except that the aortic branches would not be 
snared in the absence of calcification. Aortic valvotomy is 
usually well tolerated in these cases because the left 
ventricle has, as it were, been protected by the mitral 
stenosis. 

The technique for open aortic valvotomy is, of course, 
quite different. The chest is opened by the standard trans- 
verse, transsternal incision through the bed of the right third 
and left fourth or fifth rib. Pressure estimations are done 
as usual and then venovenous cooling is instituted accord- 


ing to the technique described elsewhere (Brock and Ross, 
1955; Brock, 1956), the temperature being lowered to 
about 29° C. 

After interruption of the circulation by clamping the 
superior and inferior venae cavae the aorta is opened to 
expose the valve for visual valvotomy ; little more than 
five minutes is needed to complete this. The incision in the 
aorta is closed with a clamp and can then be sutured at 
leisure after the circulation has been re-established. 


Pressure Records 


A certain amount has been said about pressure records 
across the aortic valve, but this is a convenient moment at 
which to elaborate certain features. 

The criticism has already been mentioned that pressure 
records taken at operation are unreliable, although these 
statements are rarely supported by actual figures. 

Pressure recordings have been made at operation on all 


.the cases of aortic stenosis in this series and on at least 


another 50 cases in which it has been necessary to assess 
the gradient critically (usually when mitral stenosis coexists). 
Over a period of years, and from this not inconsiderable 
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Fic. 6.—Pressure records from left ventricle and aorta taken at 

operation before and after aortic valvotomy. The pre-operative 

gradient of 90 mm. Hg has been reduced to 10 mm. Hg; the 

systemic pressure has actually risen 10 mm. Hg. The form of 
the aortic pulse tracing has improved. 


number of cases, the impression has been formed that these 
observations cannot be dismissed as unreliable or mis- 
leading. It is obvious that the conditions at operation may 
be different from those existing at other times, and proper 
allowance can be made for this. Thus the heart's action 
may be poor, the systemic pressure low, and the gradient 
correspondingly reduced. Clearly this must be taken into 
account after the manipulations of aortic valvotomy, when 
the ventricular pressure might be lower from the insult the 
heart has received. It is not difficult to recognize this 
state and either wait until the condition has improved or 
just note that the observations are not fully reliable under 
the conditions pertaining. 

It has already been stated that our experience with direct 
left ventricular puncture has shown that pressure records 
made before operation can be exactly confirmed at opera- 
tion. Furthermore, far from the heart being embarrassed 
by valvotomy, its action is often immediately and strikingly 
improved so that an even higher systemic pressure !s 
recorded (Fig. 6). If this is so, or the systemic pressure is 
at any rate not lowered, it can be inferred that the drop in 
left ventricular pressure is the expression of relief of stenosis 
and not ventricular failure. Thus typical records are: 


Before valvotomy After valvotomy 
Aorta ee 100/56 mm. Hg 100/50 mm. Hg 
Left ventricle 260/40 mm. Hg 140/40 mm. Hg 


The aortic and brachial artery tracings will also usually 
confirm the efficacy of the procedure (Figs. 4 and 7). 

If pressure records made at operation are to be rejected 
as unreliable it would be good to know what other method 
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of assessment is to take their place. Even with open aortic 
valvotomy there is the problem of secondary subvalvar 
stenosis, 

The pressure gradient in isolated aortic stenosis coming 
to operation is usually much higher than in aortic stenosis 
combined with mitral stenosis. Thus the usual gradient is 


BEFORE 


Corrected S.U. O-l3 sec. 
BA, pressure 65 mm. Hg. 


AFTER 


pressure 90 mm. Hg. 
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Fic. 7.—Brachial artery tracings taken before and after aortic 
valvotomy to show conversion from a grossly anacrotic to an 
almost normal tracing. 


about 100 mm. Hg—for example, aorta 100 mm. Hg, left 
ventricle 200 mm. Hg. In severe cases the left ventricular 
pressure may be nearly 300 mm. Hg. In one patient it was 
found to be 325 mm. Hg when measured by direct left 
ventricular puncture; the brachial artery pressure was 
115 mm. Hg. 

It is difficult to lay down any firm rule for a figure below 
which one would probably not advise operation in pure 
aortic stenosis ; 50 mm. Hg suggests itself, especially if this 
were a figure arrived at by left ventricular puncture before 
operation. If found at operation full weight would have to 
be given to the evidence of any general circulatory depres- 
sion, particularly an unduly low aortic pressure. Normally, 
also, all the other clinical features would have to be taken 
into account, including cardiac output. 

It is expecting too much to be able to obliterate the 
gradient completely in a case of severe calcified aortic 
stenosis. Occasionally this 
can be nearly achieved, as is 
=F + shown by Fig. 6, in which 
== there has been a reduction 

: from 90 mm. Hg to 10 mm. 
12 ==+ + Hg. Fig. 8 also shows 
almost complete obliteration 
40 


segges 


+4 of the gradient. 


Often one must be con- 
tert with a residual gradient 
of 30-50 mm. Hg. Occa- 
- sionally it is not possible to 
= - achieve any satisfactory re- 

+++ duction of the gradient. In 
=== such cases, however, it 
would be wrong to assume 
always that there has been 
+ no specific relief of the 
= actual valve stenosis. For 

+ ~~ instance, in a recent case 
Aner velvetemy the pressures before aortic 

Fic. 8.—Withdrawal pressure valvotomy were: aorta, 100 
records made at operation for mm. Hg; left ventricle, 200 
agrtic stenosis, Valvotomy mm. Hg; gradient, 100 mm. 


has achieved virtually com- yg 


lete obliteration of the aortic . 
" valve gradient. The valve orifice was felt 


to split well and the dilator 
could be opened freely. In spite of this the pressures were: 
aorta, 80 mm. Hg;; left ventricle, 150 mm. Hg; gradient, 
70 mm. Hg. The dilator was again passed, and it was con- 
firmed that the valve opened easily and widely ; it seems 
certain that residual valve stenosis was slight. 
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The probable explanation lies in-the appearance of a 
secondary subvalvar muscular obstruction due to gross left 
ventricular hypertrophy analogous to what has been fully 
described as occurring in the right ventricle in certain cases 
of pulmonary valvar stenosis (Brock, 1956). A catheter 
withdrawal record seemed to give support to this. It can 
be reasonably expected, if this is the explanation, that 
improvement may accompany diminution in the gross 
muscular hypertrophy. 

The value of pressure records made before, during, and 
after operation may be judged from the following notes 
of a case. 


A youth aged 16 had congenital aortic stenosis; the electro- 
cardiogram showed severe left ventricular strain pattern. Right 
heart catheterization and direct left ventricular puncture gave the 
following data. Cardiac output: At rest, 5 litres; during exer- 
cise, 7.1 litres; during L.V. puncture, 6.3 litres. Pressures: 
Brachial artery—at rest, 110/60 mm. Hg; during L.V. puncture, 
95/60 mm. Hg; left ventricle, 177/17 mm. Hg; systolic pressure 
gradient, 82 mm. Hg. Estimated aortic valve area, 0.8 square 
cm. 

When the heart was exposed at operation the pressure records 
were: aorta, 69/52 mm. Hg; left ventricle, 136/15 mm. Hg— 
systolic gradient, 67 mm. Hg. 

After venovenous cooling to 29.5° C. the aorta was opened to 
expose a stenosed valve cone with a central aperture about 0.4— 
0.5 cm. in diameter; the three fused commissures were cut 
accurately and a finger was passed into the left ventricle. 

Pressure records were again taken when the temperature was 
32° C. These showed: aorta, 60/42 mm. Hg; left ventricle, 
73/11 mm. Hg; systolic gradient, 13 mm. Hg. 

Investigations were repeated six months after operation with 
the following findings; figures at the pre-operative catheteriza- 
tion are given in parentheses. Cardiac output: At rest, 16.7 litres 
(5 litres) ; during L.V. puncture, 10.6 litres (6.3 litres). Pressures: 
Brachial artery—during L.V. puncture, 115/67 mm. Hg (95/60 
mm. Hg); left ventricle, 135/12 mm. Hg (177/17 mm, Hg); 
systolic gradient, 20 mm. Hg (82 mm. Hg). Estimated aortic 
valve area, 2.32 square cm. (0.8 square cm.). 

The brachial artery pressure pulse was now normal instead of 
being grossly anacrotic. 


It should be noted that in addition to proof of the effective- 
ness of the open aortic valvotomy in improving the cardiac 
output and converting the pressure gradient across the valve, 
there is very close agreement between the pre-operation 
records and the pre-valvotomy records at operation ; also 
between the post-valvotomy records at operation and those 
made six months after operation. 

When mitral stenosis exists with aortic stenosis the 
gradient is usually much less than in pure aortic stenosis. 
My first combined aortic and mitral valvotomy was done 
in January, 1953, but for at least three years before this the 
practice was made of taking pressure records across the 
aortic valve in cases of mitral stenosis with features of 
aortic stenosis and trying to obtain some information by 
a post-operative follow-up. As a result of this experience 
it is felt that a gradient of only 25-30 mm. Hg is an indica- 
tion for aortic valvotomy when there is a coexistent mitral 
stenosis, and of course associated with clinical features of 
aortic stenosis. This is based on a follow-up of patients 
in whom the gradient was as small as this and who seemed 
to have a degree of disability due to unrelieved aortic 
stenosis. There have, of course, been patients in whom a 
gradient of 25 mm. Hg was found who have shown no signs 
of disability. Two patients in whom the gradient was 50 
mm. Hg and 70 mm. Hg were left with their aortic stenosis 
untouched, and both had to have secondary aortic valvo- 
tomy ; both then obtained complete relief. There can be 
no doubt that a gradient of 50 mm. Hg in a patient with 
combined stenosis must not be left unrelieved. 

In the presence of significant mitral stenosis the gradient 
must inevitably be smaller because of the diminished filling 
of the left ventricle and hence the restricted output. As a 
corollary, relief of the mitral stenosis will improve the 
filling and the output, and hence the gradient across the 
aortic valve stenosis wiil increase. 
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In these combined cases it is much easier to obliterate 
the pressure gradient completely (Fig. 9). 

The aortic valve manipulations are so well tolerated in 
these patients that in any doubtful case it is now thought 
preferable to introduce a bougie and try to gauge the size 


Before After 
LV Aorta LV Aorta 
2s-] \ \ + 


Fic. 9.—Pressure records from left ventricle and aorta in a case 

of combined aortic and mitral stenosis before and after com- 

bined aortic and mitral valvotomy. The small pre-valvotomy 
gradient of 18 mm. Hg has been reduced to 3 mm. Hg. 


of the valve orifice, or even to insert an expanding dilator 
to try to assess this more closely, and, if need be, open it 
widely and split the valve. 

There were three deaths among the 34 cases of combined 
aortic and mitral valvotomy, but in all three death was due 
to the mitral stenosis and not to the aortic valvotomy. 


Results 


The greater tolerance of aortic valvotomy when combined 
with mitral valvotomy makes it desirable to separate th’s 
group from pure aortic stenosis. 

As stated above, combined aortic and mitral valvotomy 
was done in 34 patients with three deaths. In 12 patients 
the clinical résult was excellent or good ; it is in this group 
of combined aortic and mitral valvotomy that some of the 
very best results can be obtained. In only seven patients 
was the result classed as fair and in only one as poor. 

Four patients have since died; in these the initial result 
had been judged as good in one, fair in one, poor in two. 

In two cases aortic stenosis was associated with coarcta- 
tion of the aorta, both lesions being severe. 

There remain 84 cases of isolated aortic stenosis ; from 
these should be deducted the first, 1947, case in which no 
valvotomy was done; 83 remain. Among these are five 
cases of subvalvar stenosis, and it would appear better not 
to consider them with the pure valvar stenosis group; 78 
cases remain for consideration. 

Among these 78, there occurred 14 deaths due to the 
operation—an overall mortality of 18%. It must, however, 
be pointed out that five of these deaths occurred in the first 
eight patients, all of whom were very bad risks ; four were 
over the age of 50, one over 60; some were in advanced 
right- or left-sided failure. 

This early experience was so disturbing that operations 
on aortic stenosis were nearly abandoned, but after con- 
sideration it was decided that it was wrong to select such 
desperate cases ; thereafter the results improved vastly. It 
must not be supposed that only mild cases were chosen ; 
it was simply that moribund patients were rejected. 

If, for the moment, these first eight cases are excluded 
we find the mortality is 9 in 70 (12.8%). Actually there 
have been only three deaths in the last 48 cases of pure 
aortic stenosis; and in one of these the patient had been 
in left-sided failure and had grossly impaired lung function ; 
one was a case of open aortic valvotomy under hypo- 


thermia ; the third patient died 10 days after operation from 
a heavy wound infection resistant to antibiotics. Included 
in these 48 are four cases of open aortic valvotomy. 

In the last 63 cases of aortic valvotomy, including those 
with mitral stenosis, there have been only four deaths ; all 
except one were very bad risks. 

In an average-risk. patient with isolated aortic stenosis 
the mortality from operation should be low ; it is only when 
features of advanced secondary changes are present that the 
mortality rises. This means that in certain types of case the 
risk of operation may lie between 25 and 50% ; for average 
cases the risk is probably no more than 5%. 

Baker and Campbell (1956) made a detailed clinical sur- 
vey of the results of the first 16 patients operated on at 
Guy’s Hospital. How gravely ill were the patients in this 
series is seen by the fact that six died and in only five was 
the result good ; even among these five one died after 18 
months. Baker and Campbell, indicating how these patients 
were chosen for operation at a late stage of their disease, 
reveal that 9 of the 16 had left ventricular failure and 
three had progressed to right-sided failure as well ; all had 
electrocardiographic signs of severe left ventricular strain. 
In this larger series of 78 cases 21 had left ventricular 
failure and a further 11 had progressed to right-sided failure 
as well; 68 had electrocardiographic features of severe left 
ventricular strain. 

The clinical result in the 64 survivors in this series of 78 
can be presented simply as follows: 


Excellent result .. i in 12 | 42 
Fair result 13 


The nine patients who have died since require more 
detailed analysis. In these the result had been classed as 


Excellent 1 (died 13 months later of lung cancer) 
Good .. 1 (died 6 months) 


Fair .. 4 (died 2 years, 20 months, 15 months, 3 
months) 
Poor .. 3 (died 1 year, 9 months, 4 months) 


Post-operative Aortic Regurgitation 


A criticism of blind aortic valve dilatation has been that 
it is followed by a high incidence of severe regurgitation. 
In this series some degree of regurgitation was produced in 
14 patients and was largely responsible for the death of 
four of these. In the others it varied from mild to moderate 
in degree, the result being classed as good in five and fair 
in five. To balance this, pre-operative regurgitation has 
been lessened or completely relieved in several patients. 
Regurgitation is a hazard, but only a small one, and cer- 
tainly not large enough to weigh against operation. 


Transventricular or Transaortic Approach ? 


The transaortic route for valvotomy is the one now most 
generally advocated, chiefly as a result of the strong recom- 
mendation of American surgeons. Unquestionably this must 
be the correct route for open aortic valvotomy, but we are 
concerned now with the “blind” procedure. For this | 
have been unable to accept that the transventricular rouie 
is inferior. These claims must now be examined. 

As mentioned earlier, I first used a supravalvar approach 
nearly 10 years ago; in two later cases the aorta was 
exposed by splitting the upper part of the sternum and 
instruments were inserted through the innominate artery. 
The results were so poor that this route was abandoned 
for the transventricular ; this has since been used exclusively 
without reverting to the transaortic approach (except for 
Open surgery). 

The unfavourable features claimed for the transventricu- 
lar route have not been manifest. These have been stated 
to be: undesirable interference with the left ventricle, 
liability to ventricular fibrillation, excessive or uncontroll- 
able haemorrhage, inability to suture the ventricle, inability 
to do a satisfactory valvotomy, and higher mortality. 
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No one will question that it is better to avoid direct 
interference with the left ventricle if this can be avoided. 
However, one of the chief reasons why I abandoned the 
supravalvar approach was that it did not seem to protect 
the ventricle, seeing that ventricular fibrillation occurred 
in two cases, proving immediately fatal in one ; the second 
patient died a few hours later. It is true that these were 
bad risks and just the type in which incision in the left 
ventricle would have been badly tolerated; the point is 
that collapse was not avoided by sparing the ventricle. 
From reports and records this is also the experience of 
others. Among the 109 cases in which the ventricle has 
been transversed (75 cases of pure aortic stenosis ; 34 cases 
with combined mitral stenosis) ventricular fibrillation due 
to this occurred in nine. Four of these patients died at 
operation or soon afterwards; the remaining five were 
successfully converted to normal rhythm. Of the nine 
deaths apart from these, in none can the incision in the 
ventricle be directly blamed. 

Ventricular fibrillation occurred in two out of three supra- 
valvar cases in this series and in 9 out of 109 transventri- 
cular cases. In four of these, ventricular fibrillation began 
before the ventricle was incised, and was, in fact, a token 
of the serious heart condition. One great advantage of the 
transventricular route then becomes apparent in that the 
heart can be quickly massaged, immediate valvotomy can be 
done, and electric defibrillation achieved without delay. The 
transaortic operation can be a long and much more com- 
plicated procedure, a fact against using it in a very poor 
risk case in which a rapid, effective valvotomy is needed. 
There is no evidence that ventricular fibrillation is a more 
serious menace in the transventricular operation. Whether 
ventricular fibrillation occurs or not can be determined by 
the way the ventricle is handled: the utmost gentleness 
must be used; the slightest extra stimulation may precipi- 
tate distress or disaster. In addition to the surgeon, the 
assistants also carry a great responsibility, especially in 
regard to care in use of a sucker within the pericardium. 
This can easily cause ventricular tachycardia and fibrillation. 


Although haemorrhage is claimed to be a danger in the 
transventricular procedure it would appear unlikely that the 
transaortic approach is itself free from the dangers of un- 
controlled or severe bleeding, and, indeed, this is borne out 
from reports. Inability to control haemorrhage from the 
left ventricle has never occurred in this series. In a few 
cases with a huge left ventricle haemorrhage has been 
excessive, but no more. Perhaps this difference in experience 
lies in the use of a smaller, kinder instrument which inflicts 
little or no damage on the muscle ; a large instrument can 
be very traumatic. In this also may lie the cause of the 
greater incidence of ventricular fibrillation complained of, 
and perhaps also the other objection of inability to close 
the wound. 

Inability to suture safely has not been met with in any of 
cur cases. When the disease is not grossly advanced there 
is no difficulty at all in muscle suture. When the ventricle 
is big and unhealthy the muscle may hold stitches badly 
and great care must be taken in tying sutures. 

Deaths have certainly been reported from trouble with 
closure of the aortic incision in the supravalvar approach ; 
these include delayed rupture and haemorrhage and also 
aneurysm formation. On balance there seems little to 
favour the aorta over the ventricle as safer tissue for 
suture. 

It is maintained that operation from above allows better 
rebief of the stenosis from ability to use the finger as well as 
instruments. Blind transventricular dilatation is a rather 
crude and surgically unsatisfactory technique, but I am un- 
convinced that any better result can be achieved with the 
finger from above. Certainly the finger can feel the lesion, 
but the severe and vicarious calcification of the valve tissue 
prevents effective digital splitting ; the pathological anatomy 
is in no way comparable to that of mitral stenosis, in which 
the finger can be so effective. It may well be that in occa- 
sional cases rather more can be done than from below, but 


too rarely to form a significant argument in favour of a blind 
approach from above. A ‘severely calcified valve is hope- 
lessly unfavourable by any method. 

The proponents of the supravalvar approach state that the 
mortality is lower in their cases. 

Thus Likoff et al. (1955) mention a mortality of 28% in 
79 patients with the transventricular route and, following 
this, a mortality of 10% in 50 cases of the transaortic 
operation. 

Bailey et al. (1956) state that since March, 1950, they have 
operated on 287 patients, and their mortality figures are: 
transventricular, 68 cases, 19 deaths (28%); combined 
mitral and aortic, 87 cases, 16 deaths (18.4%); transaortic, 
47 cases, 7 deaths (14.7%). In my own small series the 
comparable figures are: transventricular, 76 cases, 12 deaths 
(16%); combined mitral and aortic, 34 cases, 3 deaths (9%) ; 
Transaortic, 3 cases, 2 deaths (66%). 

It should, however, be noted that the cases in the three 
groups of Bailey et al. total 202, leaving 85 cases unaccounted 
for in their total series. It is difficult from their report to 
know which cases have been excluded, although by infer- 
ence it is a convenient number of the earlier ones who 
were operated on in an earlier technical phase. If this is so 
it is difficult to know how exactly to appraise the results. 
In my own series, if the first seven cases in which technique 
and selection of cases was less mature are omitted the 
results are: transventricular 69 cases, 9 deaths (13%). 

Direct comparison of mortality figures between different 
and relatively small series of cases is patently weak and un- 
satisfactory. The above comparison does, however, show 
that the mortality of the transventricular operation is not 
essentially greater than that of the transaortic. 

My experience and practice is not presented as a plea for 
the transventricular operation ; it is merely intended to show 
that there are no overwhelming advantages in favour of the 
transaortic approach such as have been claimed. 

In actual fact neither blind method can carry any strong 
claim, because the basic morbid anatomical changes in the 
valve favour neither. 

The answer to obtaining better technical results in aortic 
valvotomy must lie in the development of open direct-vision 
surgery. This has already been begun, and it will soon be 
possible to report on a large enough number of cases to enable 
a fair assessment of its value to be made. At present this 
must be awaited, and many surgeons may still prefer to 
continue to use the palliative procedure of transventricular 
dilatation of calcified aortic stenosis rather than to submit 
such patients routinely to the unassessed hazards of open 
valvotomy under hypothermia or with total heart-lung 


by-pass. 
Summary 

The historical development of the surgery of aortic 
stenosis is presented and also the principles governing 
the need for operation. It is pointed out that aortic 
stenosis is fundamentally a state of obstruction of the 
left ventricle and the same principles should be followed 
in its management as are already well established in 
obstruction of other hollow muscular viscera, such as 
the colon, stomach, or bladder. 

Surgery can now offer sufficient relief with a relatively 
low mortality (10-15%) to make it thoroughly justifiable 
to refer patients for operation. 

The importance of critical clinical assessment is 
emphasized, aided by the more objective methods of 
right and left heart catheterization. Percutaneous punc- 
ture of the left ventricle is a simple, safe, and quick way 
of determining the pressure gradient across the valve. 

The various operative approaches are discussed. For 
calcified aortic stenosis the transventricular route is 
preferred. For non-calcified cases, open aortic valvo- 
tomy under direct vision and with hypothermia is used. 
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Operation was done in 130 cases, 34 being examples 
of combined mitral and aortic stenosis. 


The mortality of operation need be no more than 
10-15%. A good result was obtained in about 70% of 
survivors. The mortality will always be high if opera- 
tion is deferred until features of heart failure have 
appeared. 


The patients included in this study were almost all operated 
on in collaboration with Drs. Maurice Campbell, Paul Wood, 
Charles Baker, and Ronald Gibson; I am indebted to them all. 
1 am also grateful for the invaluable help of various colleagues 
in the investigations before, during, and after operation. Fig. 8 
is from records made by Dr. P. Fleming, and Figs. 1, 2, 3, 4, 6, 
and 9 are from records made by Dr. R. Gibson. I am grateful 
to Dr. Lawson McDonald for the arterial pulse tracing in Fig. 7. 
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MENTAL PERFORMANCE IN CHRONIC 
ANOXIA* 


BY 


RAYMOND GREENE, M.A., D.M., F.R.C.P. 
Formerly Vice-President of the Alpine Club 


No one has ever had the opportunity to observe the 
unalloyed effects of prolonged severe oxygen deficiency 
in man. In physical illness there are always impurities 
present : in anaemia, the cause of the anaemia ; in pul- 
monary disease, the toxic effects of the causative 
organism or of the secondary invaders ; even in cardiac 
disease, such confusing factors as the presence of 
cerebral arteriosclerosis. At great altitudes the com- 
plicating factors are numerous. The most important is 
probably the psychological make-up of the climber. A 
full discussion of the problem would lead the inquirer 
into such private fields as his subject’s reason for going 
to the mountains at all. The Walter Mitty complex, so 
well described by that excellent psychologist James Thur- 
ber, is probably the common thread which runs through 
all our tangled motives for being mountaineers, but in 
many of us some of the motives are less worthy of 


*Read at a ‘Sym ium at ee Royal ‘s Society, Burlington 
House, London, on January 28, 
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respect, and in consequence psychological breakdowns 
may occur and may have effects upon the other members 
of a party which may wrongly be ascribed to what on 
Everest in 1933 was vulgarly described as “ alt.” 

Such considerations urge caution in attacking the 
question of the mental eifects of chronic anoxia along 
the usual anecdotal lines. A description of the manic 
behaviour of A on Everest or the depressive interlude 
experienced by B on Kangchenjunga must be sceptically 
examined for possible psychological, as opposed to 
physiological, causes. Unfortunately the very proper 
loyalty which censors the reports of every returning 
mountaineer makes it impossible to obtain a sufficiently 
detailed description of the mental atmosphere of the 
party as a whole or the pattern of behaviour of individual 
members. 

Confused though the problem is by psychological con- 
siderations and by such additional complications as wind 
and weather, nutrition, and technical mountaineering 
difficulties, we are not entirely without guidance in our 
search for essentials. We can look for the common 
factors in the conditions of chronic anoxia due to 
physical disease and chronic anoxia due to altitude. 
Bearing in mind that the clinical picture is modified 
by different impurities, we may justifiably assume as 
a working hypothesis that common factors are the 
result of chronic anoxia pure and simple. We can 
administer a further test by studying acute anoxia, 
whether it be anoxic, anaemic, stagnant, or histotoxic. 
Broadly speaking, a chronic condition produces signs 
and symptoms similar to those of an acute condition, 
modified by their being milder, more prolonged, and in 
consequence admixed with the syndrome produced by 
the adaptive reactions of the body, which, in the acute 
condition, have not had the necessary time to develop. 


Chronic Anoxia 


It is convenient first briefly to consider the effects upon 
the mind of chronic anoxia studied at moderate altitudes 
in health and at sea-level in other forms of anoxic anoxia 
(as in pulmonary disease); in anaemic anoxia (as in per- 
nicious or Addisonian anaemia); and in stagnant anoxia 
(as in cardiac failure). 

Perhaps the most reliable information bearing on our 
present purpose is that which has been obtained by the 
observation of man during prolonged residence at moderate 
altitudes. When I was in Darjeeling, which lies at about 
7,000 feet (2,130 metres), i found a fairly general impression 
that those who stayed there for a year or more without 
a break at lower levels. often became somewhat irritable. 
and I have heard the same story from doctors practising 
in Johannesburg, which lies at a similar level. If we go 
twice as high, to 14,000 feet (4,270 metres), we have the 
observations of Barcroft (1925) at Cerro de Pasco. Mental 
tests disclosed nothing ; and Barcroft wrote: 

“Yet I am not prepared to admit that our mental capacity 
was the same at Cerro as it is here. All the party will agree, ! 
believe, that the reason why the mental tests failed to reveal 
the difference was because our mental disability was of too subtle 
a character to be revealed by somewhat simple tests than 
because the fitness of our minds was unimpaired. It is possible 
to force oneself to do good work even though the test measures 
the quality ot work done; but were it ideal it would also measure 
the degree of, concentration brought to bear upon the task. 
[One is reminded of the interesting experiment conducted man) 
years ago by some young gentlemen of a famous medical schoo! 
who by constant practice trained themselves to perform perfectly 
even in a state of severe alcoholic intoxication, all the tests em- 
ployed by the police for drunkenness.] “ Apart from the actua! 
processes of addition, subtraction, etc., there seemed to be an 
unwonted difficulty in stating a sum at Cerro if it were not of @ 
quite simple character. The Van Slyke method of gas analysis 


de:ma: 
corre 


corres 
to th 


Ba 
show 
confi 
No ¢ 
Yet 
diffe: 
at 


tions 
pare 
In g 
neve 
chro 
disea 
abno 
man 
good 
istics 
that 
off a 
the \ 
into» 
The 
ratio 
terns 


M 
— 
Cam 
ana 
At C 
Tu 
finds 
silen 
anae 
persé 

In 
cardi 
been 
by I 
failu 
exact 
the 

In 

may 
low- 
= pois 

that 
bya 
oede 
(as i 
(dur 
abne 
H: 
Knov 
quot 
seve 
the | 

and 
emo 
>xist 
simi 
thes 
exar 
who 

feet 

but 
a tai 
—al 


F 


May 4, 1957 


MENTAL PERFORMANCE IN CHRONIC ANOXIA 


Meoicat Tourna. 


demands the application of some rather complicated tables of 
correction to the gas volumes as actually measured. These 
corrections loomed large at Cerro altogether out of proportion 
to their real difficulty. . . .” 

Barcroft’s observations on the inability of mental tests to 
show mental deterioration at 14,000 feet (4,270 metres) were 
confirmed by Hingston (1924) at 21,000 feet (6,400 metres). 
No deterioration in actual performance was demonstrable. 
Yet such a deterioration exists. I well remember the 
difference in effort needed to take samples of alveolar air 
at Base Camp on Everest (17,000 feet—5,180 metres) and at 
Camp V (25,600 feet—7,800 metres). At Base Camp it was 
an almost automatic process performed in a few seconds. 
At Camp V it needed a conscious effort of concentration. 

Turning to other causes of chronic anoxic anoxia, one 
finds a dearth of recorded observations and there is equal 
silence on the subject of mental performance in chronic 
anaemic anoxia, though Thomas Addison himself noted 
personality changes in some of his patients. 

In stagnant anoxia, such as that due to chronic congestive 
cardiac failure, observations on the mental processes have 
been numerous and have been correlated with the arterio- 
venous oxygen difference. The subject has been reviewed 
by Himwich (1951). Neuroses are common in cardiac 
failure, especially confusion, delusions of persecution, and 
exacerbation of previous anxiety states. It is difficult for 
the hospital doctor (by whom the majority of such observa- 
tions are recorded) to assess such changes. He cannot com- 
pare the present mental state of his patient with the past. 
In general practice such observations are easy but have 
never been recorded. My own impression is that in the 
chronic anoxia of cardiac failure and advanced pulmonary 
disease one sees an accentuation of a previous mental 
abnormality rather than the creation of a new one. The 
man one has known for years as a well-balanced, placid, 
good-tempered, co-operative patient retains these character- 
istics in a state of chronic anoxia due to illness. One feels 
that one of the effects of the illness is to strip the veneer 
off a man and expose the quality of his mind naked to 
the world. I think that the same thing happens in alcoholic 
intoxication and in the chronic anoxia of great altitudes. 
The effects on the mind of a decrease in the A-V oxygen 
ratio are superimposed on individual characteristic pat- 
terns of behaviour. 


Acute Anoxia 


In acute anoxia we can study a relatively pure process, 
unaffected by the protective reactions of the body. This 
may be done at great altitudes in balloon ascents or in 
low-pressure chambers, and during carbon monoxide 
poisoning. Moreover, as there is good reason to believe 
that what we observe in acute anoxia is in fact the result 
of diminished cerebral metabolism, we may study its effects 
by analogy and in good experimental conditions, during myx- 
oedema or hypoglycaemia, whether spontaneous, accidental 
(as in diabetics after an overdose of insulin), or purposeful 
(during the treatment by means of insulin of various mental 
abnormalities). 

Haldane’s description of acute anoxic anoxia is well 
known (Haldane and Priestley, 1935). It is worthy of fuller 
quotation than space will allow. He draws attention to 
several effects which are observable during chronic anoxia— 
the dulling of the senses and intellect, the loss of memory 
and of sane judgment, and the tendency to uncontrolled 
emotional outbursts. He comments on the likeness which 
2xists between the effects of anoxaemia and of alcohol, a 
imilarity stressed also by Barcroft and by Hingston. Yet 
these effects are demonstrated very unevenly. An extreme 
example of mental and physical control was that of Coxwell. 
who with Glaisher ascended in 1862 in a balloon to 29,000 
feet (8,840 metres). Glaisher was by this time unconscious, 
but Coxwell was still able to clamber into the rigging to free 
a tangled rope and thus to save his own and Glaisher’s life 
—an interesting fact in view of recent arguments about the 
necessity of oxygen apparatus on Everest. 


More recently McFarland (1938) has described the results 
of acute exposure of human beihgs to low oxygen pressures. 
No change is observed below about 12,000 feet (3,660 
metres), when the memory for recent events becomes slightly 
impaired. At about 14,000 feet (4,270 metres) changes in 
mood may be observed, differing from one individual to 
another, and there may be lassitude or euphoria. At 18,000 
feet (5,490 metres) sensory perception is decreased, the field 
of attention is narrowed, irrational behaviour may be mani- 
fest, and judgment is impaired. Above 20,000 feet (6,100 
metres) reaction times are slowed, awareness of the passage 
of time becomes inaccurate, and explosive emotional out- 
bursts may occur, 

The study of carbon monoxide poisoning and, more 
especially, of hypoglycaemia has given us much information 
about the processes involved. As the schizophrenic patient 
sinks into coma under the influence of insulin, his physical 
signs denote a steady deterioration of cerebral control from 
the cortex downwards and it is possible to watch the 
patient’s bodily control dropping in phylogenetic stages trom 
the cortex, via the d'encephalon and the upper medulla to 
the lower medullary region. During recovery the develop- 
ment of the brain is recapitulated. Each area of the brain 
during the process called by Hughlings Jackson “ dissolu- 
tion” uses, as hypoglycaemia advances, a steadily decreas- 
ing amount of oxygen, and when the oxygen needs of each 
part of the brain are separately examined it is found that 
the higher the part of the brain examined the higher are its 
demands. It follows that the more avaricious parts are the 
first to succumb. A relatively mild deficiency affects only 
the newer parts of the brain, and at the other end of the 
scale a very severe deficiency is needed to bring to a final 
end the function of the medulla. 

In mild acute anoxia and the chronic anoxia of great 
altitudes this process stops at the first stage, the abolition 
in part of cortical control. Rarely indeed does the moun- 
taineer evince the sham rage of the decorticated cat, but he may 
often come very near to doing so. There is reason to believe 
that the stratifications of the brain as a whole are reflected 
in the laminations of the highest centres. An analogy with 
the effects of alcohol in excess is not strictly sound, because 
although alcohol reduces brain metabolism very much as do 
anoxia and hypoglycaemia, it has probably another and 
separate activity. Nevertheless Barcroft’s evidence, which 
I can support from my personal observations, strongly 
suggests that the analogy is a useful one. Within the cortex, 
it is the higher control which is first lost, the inhibitions 
imposed by recent training preceding in their exit those 
more deeply embedded in childhood. A similar though 
cruder sequence is seen during the slow induction of 
anaesthesia by barbituric acid derivatives. One sees first 
euphoria, then loss of inhibitions, ineptitude in obeying 
commands, loss of mental concentration, and finally loss of 
consciousness. 


~ 


Great Altitudes 


We must now turn to a consideration of the more com- 
plex phenomena of mental processes in man in the special 
circumstances of high mountains, and attempt to recognize 
changes in performance which reflect the changes of acute 
anoxia and of the milder and less complicated circum- 
stances of chronic anoxia in human illness. The common 
factors may, ex hypothesi, be accepted as due to severe 
chronic anoxia and not to meteorological or strictly psycho- 
logical causes. The earliest observations are those of 
Hingston (1924), 

“High altitudes affect the operations of the mind. One 
member was confident of a dulling of the will power, a diminu- 
tion in the strength of purpose, with less and less desire to reach 
the summit the farther he made the ascent. Somervell describes 
a lack of observance at and above 25,000 ft. (7,620 metres). 
Bruce records an enfeeblement of memory, He found an effort 
in recalling previous events. Above 23,000 ft. (7,010 metres) 
his ideas became increasingly inaccurate. It was necessary for 
him to record them immediately, as otherwise they would become 
forgotten or distorted. I think everyone experienced some mental 
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lassitude. Though the mind was clear, yet there was a disinclina- 
tion for effort. It was far more pleasant to sit about than to do a 
job of work that required thought. . .. Though mental work is a 
burden at high altitudes, yet with an effort it éan be done. One 
physiologist has said that sustained mental work is out of the 
question at anything over 10,000 ft. (3,050 metres). We certainly 
could not agree with this. Those who have read Norton's 
despatches to The Times, especially one dictated at Camp III, 
when he was burdened with anxiety and partially blind, will 
admit that this effort from 21,000 ft. (6,400 metres) was not a 
bad intellectual performance. The main effect of altitude is a 
mental laziness which determination can overcome.” 


Personal Observations 


May I turn now to a few sketchy observations of my 
own? It is well that I recorded them at the time. It 
may in itself be significant that when I read my diary again 
after an interval of 20 years I found that I had completely 
forgotten a lot of what had happened under my eyes on 
the upper part of Everest, though the incidents below about 
20,000 feet (6,100 metres) still seemed fresh in my mind. 

Only one member of the expedition was seriously affected 
at Base Camp (17,000 feet—5,180 metres). Mental lassitude 
assailed him so severely that he gradually withdrew himself 
from the day-to-day work of the camp. He ceased to take 
any interest in the job which had been assigned to him, 
and his work was gradually taken over by other people 
without any protest or resistance. He ultimately improved 
and succeeded in reaching the North Col, but he never 
pulled his weight in the Expedition again. No one else 
showed any change in mental performance below the North 
Col (23,000 feet—7,010 metres), when several people began 
to complain of nightmares. Two members became argu- 
mentative, over-critical, and, if opposed, surly. One of these 
made a gradual recovery, but the other, after an ascent to 
25,000 feet (7,620 metres), became extremely ill-tempered 
and suffered from the delusion that he was severely frost- 
bitten. In fact, he was not frost-bitten at all, but he spent 
several days at Base Camp refusing to leave his tent. 

A curious case which I am inclined to ascribe to other 
causes than pure chronic anoxia was that of a member 
who acquitted himself well up to the North Col, the highest 
point planned for him. On his return to lower levels he 
developed a severe paranoid psychosis from which he did 
not recover until a few days before his return to Darjeeling. 
I think that here anoxia was only a contributory factor. 
He was a man whose physical and mental fitness were below 
the level demanded but who from a sense of duty had driven 
himself to breaking-point. 

Apart from these examples, no mental changes were 
observed except in those who climbed above 27,000 feet 
(8,230 metres). All of these had “ waking dreams” which 
took the form of terrifying nightmares except in the case 
of Frank Smythe, who recorded his impressions in his 
book Camp 6. He was convinced, when climbing alone, 
and of course without oxygen equipment, at about 28,000 
feet (8,530 metres), that he had with him a friendly com- 
panion, to whom at one point he offered a sandwich. He 
also had visual hallucinations, seeing above the ridge of the 
mountains some curious dark bodies which came to be 
known as “ Frank's pulsating teapots.” Yet his judgment 
otherwise was quite unimpaired. At 28,100 feet (8,565 
metres), with the summit less than 1,000 feet (305 metres) 
above him, he was able soberly to consider the pros and 
cons of continuing, weighing his feeling of physical fitness 
and the early hour against the bad condition of the snow, 
and coming to the unwelcome conclusion that he must 
return. Smythe never suffered from the irritability which 
occasionally appeared in all the rest of us who went high. 
It seemed that chronic anoxia increased his placidity. At 
low altitudes a little inclined to take offence, at great ones 
he emanated serenity and an infectious happiness. 

Indeed, those who reached the highest points were, it 
seemed. less affected by ill-temper, perhaps because even 
ill-temper requires a certain level of oxygen tension to 
develop. They may by this time have reached a condition 


of fatuous good-temper. This was certainly true of one of 
us, who after his return from the higher reaches was con- 
fused, somewhat aphasic, and disinclined to talk, preferring 
to sit in silence, benignly contemplating his surroundings. 
The failure of memory which has so often been described 
affected us very unequally. One man was: very conscious 
of this at the time. He said his mental capacity was 25, 
of normal. He forgot that his job was the exploration of 
the Second Step, though this had been his much-discussed 
assignment for weeks. Happily his companion remembered. 

Another effect of high altitudes which can be recognized 
as an effect of oxygen deficiency rather than of psychologi- 
cal and mental stress is a dulling of the special senses, for 
this occurs very noticeably in acute oxygen deficiency. This 
was first observed by Paul Bert (1943) and confirmed by 
Haldane and others (1919). The dulling is not as a rule 
observed: it is the return of brightness to light and colour, 
and of loudness to sound, which strikes one when the 
oxygen supply is increased. I wrote of this when returning 
from the summit of Kamet (25,447 feet—7,756 metres), in 
1931 (Greene, 1932). 

“In the neighbourhood of our old Camp One the snow began 
to fall less thickly, and far ahead we could see the end of the 
East Kamet Valley, and the dark and snow-streaked rock peaks 
lying above Base Camp. It was at this point—at about, I sup- 
pose, 16,500 feet (5,030 metres)—that a change came over my 
feelings. Haldane has written how, in his experiments on the 
effects of low air-pressure, he sat in his steel chamber with the 
pressure gradually rising towards the normal: and how, at a 
certain level, the electric light glowed suddenly more brightly. 
At first he thought that the current had been increased, but later 
he came to realize that the change was in himself and not in the 
current. For me, shut in no steel chamber, but walking slowly 
down the East Kamet Glacier, depressed by wind and weather 
and painful feet, the whole aspect of life as suddenly changed. 
I began once more to appreciate the pleasures of the senses. 
The snow was whiter and more scintillating. When, little by 
little, patches of sky began to show between the banks of cloud, 
they seemed a brighter blue than the skies of Kamet. One began 
to hear and to smell more acutely. It is clear that not only are 
one’s senses dulled by lack of oxygen, so that the light in the 
steel chamber becomes dull and the Himalayan sky less blue, but 
that all one’s mental processes suffer a like fate. Especially, at 
great heights one does not gloat over one’s pleasures. One loses, 
as Goethe has put it, ‘ the capacity to submit to impressions; to 
be delighted, touched, and exalted.” But now this capacity was 
suddenly restored.” 


Conclusions 

It is now possible to sift the observations of Everest doc- 
tors on the mental performances of their parties and to 
trace their similarity with those observed during anoxia in 
other circumstances. The following facts emerge. 

1. Chronic anoxia affects different people very differently, 
both quantitatively and qualitatively, Some men are 
remarkably resistant, showing within the limits of the 
“ experiment ” little change at all. Those who show definite 
changes are affected very much as they are by alcoholic 
intoxication, the protective skins of their essential mental 
make-up being stripped off onion-fashion, the more recently 
acquired inhibitions being the first to go. 

2. Memory is seriously affected, though to different 
degrees in different individuals. 

3. The capacity accurately to perform mental work is 
affected. Tests hitherto performed have been too easy and 
have failed to show this, but more concentration has been 
needed in their performance at great altitudes, and harder 
tests might be employed in future. 

4. Emotional instability may be severe. This usually 
takes the form of irritability. The tearfulness described b) 
Barcroft does not occur in other descriptions than his and 
is probably the result of mental fatigue rather than of 
anoxia. Conversely, many travellers’ tales of strange 
behaviour at great altitudes should be discounted because 
of a lack of similarity to mental changes occurring in acute 
anoxia and in chronic anoxia due to other causes. 

May I end by quoting with sympathy the words of Mosso 
(1898)? “It is my wish to find some man with a hole in 
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his skull who would have been willing to come with me on 

the Monte Rosa Expedition, but I was not successful in my 

scarch. Some other physiologist will, I hope, be luckier.” 
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PRODUCTION OF FIBRILLATION IN 
ISOLATED ATRIA OF RABBIT HEART 
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From the Department of Pharmacology, University 
of Oxford 


The atria of the hearts of small animals can be dissected 
from other tissue and suspended in a bath containing 
some modification of Ringer’s solution, and in this bath 
they maintain their rhythmic contractions. A few 
observations have been made of the production of 
arrhythmias in such preparations. Dawes and Vane 
(1951) studied the guinea-pig atria at 37° C., stimulating 
them electrically at a rate slightly greater than the spon- 
taneous rate. They observed that if a test-pulse was 
thrown in just outside the absolute refractory period, the 
atria often responded by repetitive discharges at a 
frequency much greater than the normal rate of beat. 
These discharges continued for periods up to one hour. 
DiPalma and Mascatello (1951) made similar observa- 
tions in cat atria at 29° C., though the repetitive dis- 
charge was of shorter duration. West, Turner, and 
Loomis (1954), in the course of studies on excitability 
and conduction time, noted the occurrence of arrhyth- 
mias when the interval between two stimuli was near the 
absolute refractory period; these lasted from a few 
seconds to several minutes, and they said 
that the arrhythmias occurred regularly 
in the presence of acetylcholine. 

Burn, Vaughan Williams, and Walker 
(1955) observed that during the infusion 
of acetylcholine into the heart-lung pre- 
paration of the dog stimulation of the 
right atrium resulted in fibrillation, which 
persisted when stimulation ceased. The 
fibrillation continued so long as acetyl- 
choline was infused, and could be termi- 
nated at will by stopping the infusion or 
by injecting atropine. In a later paper 


Fic. 1.—Broken lines show a glass tube, 
through which a pair of shielded and insulated 
wires run, terminating in platinum electrodes. 
The two limbs of the U are joined by a solid 
pee ss, sloping as shown, to which the 
of the atria are attached. The 

odes pierce the atria. 
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Burn, Gunning, and Walker (1956) showed that the 
fibrillation was also stopped by a slow infusion of KCl. 

We now desapibe the production of fibrillation in the. 
isolated atria of the rabbit by stimulation in the presence 


of acetylcholine. 
Method 


Rabbits weighing 2-3 kg. were used. They were stunned 
by a blow on the head, and the hearts were removed and 
placed in Ringer’s solution of the following composition: 
NaCl, 9 g.; KCl, 0.4 g.; CaCls, 0.24 g.; NaHCOs, 0.5 g.; 
dextrose, 2 g.; distilled water, 1 litre. The atria were dis- 
sected free from fat and other tissue, attached to an electrode 
(see Fig. 1) designed by Mr. O. B. Saxby, of this department, 
and suspended in a bath of the solution described which 
was aerated with oxygen and maintained at 30-31°C. A 
mechanical record was taken on a kymograph, The atria 
were stimulated by square wave pulses of 0.75 msec. dura- 
tion and of 6-10 volts strength. Surface electrograms were 
recorded from the stimulating electrodes on a Cossor 
machine (model 1314). 


Production of Arrhythmia 


In the initial experiments, atria, suspended in the bath, 
were stimulated at frequencies varying from 200 to 1,200 a 
minute for different periods. In all preparations the normal 
rhythm returned immediately on cessation of stimulation. 
Low concentrations of acetylcholine had very littie effect 
on the sequence of events. With concentrations greater than 
3 x 10 g. per ml. repetitive charges of brief duration, 
from 2 to 5 seconds, were occasionally observed after stop- 
ping the stimulation, but persistent arrhythmia was not seen. 

In further experiments the concentration of KCI in the 
solution was reduced to one-quarter (100 mg. per litre). 
Stimulation still 
failed to produce 
arrhythmia in the 
presence of low 
concentrations of 
acetylcholine, but, 
when the concen- 
tration was greater 
than 3x10™* g. per 
ml. and the fre- 
quency of stimula- 
tion was greater 
than 600 a minute, 
arrhythmia then 
persisted, as de- 
monstrated in Fig. 
2, which shows the 
electrogram record. 

The electro- 
gram in 4 K 
solution is shown 
after stimulation 
in (c) and on addi- 
tion of acetylcho- 
line in (d). Stimu- 
lation in the pre- 
sence of acetylcho- 
line then caused 
fibrillation as in 
(e), continuing six 
minutes later as’ in 
(ff). When the 
acetylcholine was 
removed by chang- 
ing the bath fluid 
a normal rhythm j vd 
returned as in (8). Fig, 2,—(c) E.C.G. in ; K solution after 

Once the pro- _ stimulation; (d) beats arrested by addi- 
cedure which has tion of acet 
been described was later ; 
followed, flutter or ) washing out acetylcholine. 
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fibrillation was observed in alli atria tested. Flutter was 
observed in 43%, fibrillation in 40%, and a mixture of 
flutter and fibrillation in the rest. In one preparation fibril- 
lation was observed for 45 minutes and was then terminated 
by removing the acetylcholine from the bath (see Fig. 3). 
Flutter or fibrillation was produced with regularity in either 
the right or the left atrium. 


Fic. 3.—{a) E.C.G. in normal solution; (b) after changing to 

+ K solution; (c) one minute after stimulating in presence of 

acetylcholine 6x 10~* g. per ml.; (d) four minutes later; (e) 20 

minutes later; (f) 35 minutes later; (g) 45 minutes later; (h) after 
removing acetylcholine. 


Stimulus Frequency 
The effect of stimulus frequency on the initiation of atrial 
fibrillation was carefully examined. The results are sum- 
marized in Fig. 4. 


100-4 Acetylcholine was 
added in a concen- 
80- tration of 3x10" 


g. per ml. in all 


‘0- trials, and atria 
were counted as 
fibrillating. when 

40+ 


the fibrillation per- 
sisted for three 
minutes after 
stimulation 
stopped. A low 
frequency was used 
first, and at the 
end of one minute’s 
stimulation the 
stimulus was 


200 400 600 800 1000 1200 1400 
Fic. 4.—Effect of stimulus frequency on 
the initiation of fibrillation in isolated 
atria. Solution containing + K, acetyl- 
choline 3X10-* g. per mi. On the 


Discussion 


The production of fibrillation in the isolated atria of the 
rabbit depends on thtee factors: the presence of a low 
concentration of potassium in the bath fluid, the presence 
of a high concentration of acetylcholine, and electrical 
stimulation at a high rate for a short period. 

When the atria contract sodium enters the cells, and then, 
in order that they may become excitable once more, potas- 
sium leaves the cells. This potassium must then be replaced 
within the atrial cells by metabolic processes which occur 
in the pores of the cell membrane. If the external con- 
centration of potassium is low the replacemert of potassium 
within the cells becomes very difficult, and it is probably 
for this reason that 
the low potassium 
concentration 
favours fibriilation. 

The presence of 
a high concentra- 
tion of acetylcho- 
line makes the cell 
membrane much 
more permeable to 
potassium (Harris 
and Hutter, 1956) 
and it greatly 
shortens the refrac- 
tory period. Under 
normal conditions, 
when a contraction 
occurs there is a 
long interval (0.15 
second) before ex- 
citability is re- 
stored and the 
fibres become re- 
excitable. In the 
presence of acetyl- 
choline this inter- 
val shortened, 
perhaps to 0.01 |) 
second (Hoffman |. 
and Suckling, 
1953). If now 
stimulation is ; 
applied at a high “te 
rate (700 a minute) : 
some of the fibres 


are probably un- 
able to keep in 
phase, and some 
contract later than 
others. If these 
others have re- 


Fic. 5.—{c) E.C.G. in } K solution after 
stimulation; (d) effect of adding acetyl- 
choline 8x 10-* g. per ml.; (e) 30 sec- 
onds after stimulation stopped ; (f) arrest 
of fibrillation by atropine (1x10-* g. 
per ml.); (g) — rhythm two minutes 
later. 


abscissa is shown the rate of stimulation 


turned off for 10 


per minute. On the ordinate is the per- 

centage of preparations in which fibrilla- 

tion was produced. From 10 to 45 atria 
were used for each point. 


seconds to see if 
an arrhythmia was 
persisting ; if not, 
the frequency was increased and the stimulation continued. 
Fig. 4 shows that the commonest threshold frequency was 
between 500 and 600 a minute. 


Action of Atropine and Quinidine 


Observations were made to test the effect of atropine and 
quinidine. By stimulation at 1,200 a minute in the presence 
of acetylcholine (3 x 10~ g. per ml.) fibrillation was pro- 
duced, and was observed for five minutes. It was then 
terminated by washing out the acetylcholine. Fifteen 
minutes later the fibrillation was induced again, and one 
minute after stimulation ceased atropine or quinidine was 
added to the bath. When atropine was added, fibrillation 
stopped within 30 seconds (see Fig. 5). When quinidine 
was added, fibrillation stopped after one to two minutes. 


covered their ex- 

citability very quickly (in the presence of acetylcholine) 
they may be stimulated by the ones contracting a little 
later. Thus fibrillation begins, and is perhaps a condition 
in which each fibre in contracting stimulates its neighbours. 
This process may go on indefinitely, until indeed the acetyl- 
choline is removed and the time required for each fibre to 
recover excitability again becomes much longer. 

The fibrillation process may, however, be related to a high 
net loss of potassium, for when the external potassium con- 
centration is raised fibrillation is arrested (Burn, Gunning. 
and Walker, 1956). 


Summary 

Fibrillation can be produced in the isolated atria of 
the rabbit heart, using rabbits from 2-3 kg., by stimula- 
tion at frequencies from 500 to 800 a minute in the 
presence of acetylcholine (3 to 8 x 10 g. per ml.). 
The bath fluid should contain not more than 100 mg. 
of KCI per litre. The fibrillation continues after the 
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stimulation stops. It can be arrested by removing 
acetylcholine from the bath or by adding atropine or 


quinidine. 
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POLIOMYELITIS ANTIBODY STUDIES 
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CHILDREN 
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AND 
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St. George's Hospital, London; now at the Virus Research 
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In any virus disease in which subclinical infection takes 
place the distinction between those who have acquired 
natural immunity, and therefore have less pressing need 
for immunization, and those who are still susceptible 
is difficult. In this respect poliomyelitis stands in 
marked contrast to measles. It is known that recovery 
from paralytic poliomyelitis is followed by a prolonged 
state of immunity in that second attacks of paralysis are 
rarely encountered, but immunity also develops after 
non-paralytic and subclinical infection. It has now been 
clearly established that active immunity in all forms of 
poliomyelitis infection is closely associated with the 
presence of circulating antibody ; moreover, the inci- 
dence of antibody in relation to different age g-oups has 
proved to be a reliable guide to the overall immune 
status of a population. 

In the past, serological tests to determine this informa- 
tion were based almost exclusively on the incidence of 
type 2 antibody, as only one strain (Lansing, type 2 
strain) could be handled with any convenience in the 
laboratory. Since the introduction of tissue-culture 
methods it is possible to examine sera for antibodies to 
all three types of poliomyelitis virus and thus gain an 
overall picture of the pattern of immunity, not only 
throughout the world but in different sections of a popu- 
lation. From the evidence so accumulated it is now 
apparent that the incidence of infection with each of the 
three types is much higher than would be assumed from 
the incidence of clinical disease, and varies greatly from 
one part of the world to another (Gear, 1955). For 
instance, 80% of children in Cairo have by the age of 3 
years acquired antibodies to all three virus types. At the 
same time the evidence of clinical disease is low. In 
contrast, in an urban population in the United States the 
same figure of 80% is not reached until the 30-40 age 
group (Paul, 1955). 

The present investigation was undertaken as a 
preliminary to the introduction of immunization with 


poliomyelitis vaccine in the United Kingdom. The pur- 
pose of the study was first to determine the incidence of 
poliomyelitis antibodies (and therefore the inapparent 
infection rate amongst healthy children) ; and, secondly, 
to form some idea of the age at which natural infection 
begins to take place in such a group. A further purpose 
was to determine whether the complement-fixation test 
could be used as a screening test for evidence of past 
infection. 


Materials and Methods 


The: Study Group.—Ninety children were included in the 
study during the period March-—October, 1955. They were 
children who had been admitted to the Victoria Hospital 
for Children with minor medical or surgical complaints. 
There were approximately equal numbers in each yearly 
age group from 12 months to 10 years. In no case was there 
a history of contact with a known clinical case of polio- 
myelitis, nor of a febrile illness with signs of meningeal in- 
volvement. The majority of the children came from the 
Boroughs of Battersea, Chelsea, and Fulham and, except for 
three who had been abroad for a short time, had lived 
nowhere else. The socio-economic background of these 
children was assessed from the occupation of the father, the 
intelligence of the parents, and the care given to the child 
before admission, and was graded as poor, average, or good. 
The distribution of children from poor, average, and good 
homes was uniform throuzhout the age groups. 

Sera.—A single specimen of blood was collected from each 
child. After separation from the clot, sera were divided into 
two parts; one part for neutralization tests was stored at 
—65° C., the other for complement-fixation tests at 4° C. 

Virus Strains —The following strains were used both for 
complement-fixation and for neutralization tests: Mahoney 
(type 1), MEF-1 (type 2), Saukett (type 3). 

Complement-fixation Test—In order to economize in 
material the “drop method” on “perspex” sheets was 
employed as described for use with poliomyelitis viruses by 
Svedmyr, Enders, and Holloway (1953) and by Le Bouvier 
(1953). 

Antigens.—These were prepared from monkey-kidney 
tissue culture and HeLa-cell cultures inoculated with each 
virus type. The fluids were harvested when cellular degen- 
eration was complete. In the early stages of this investi- 
gation complement-fixing antigens were heated to destroy 
infectivity, but when it became clear that heating resulted 
in a loss of specificity, subsequent tests were carried out with 
untreated antigens, special precautions being taken to avoid 
risk of infection to those carrying out the tests. After 
inactivation serial twofold dilutions of serum were made 
in Ca-Mg saline ; 4 units of antigen and 2, 24, and 3 units 
of complement were used in each test. Fixation was allowed 
to proceed overnight in the refrigerator. The end-point was 
taken as the highest dilution of serum producing 50% 
fixation of antigen with 24 units of complement. 

Neutralization Test.—Preliminary tests were made with 
the HeLa-cell tissue culture method described by Syverton, 
Scherer, and Elwood (1954), but, as the results in our hands 
were at times variable, it was decided to carry out all sub- 
sequent tests in monolayer cultures of monkey-kidney 
epithelium grown in synthetic medium 199 containing 2% 
horse serum (Youngner, 1954). Monkey-kidney culture 
tubes prepared seven to eight days previously were examined 
before use to ensure that sheets of monolayer cells were 
present. The growth medium was replaced by fresh synthetic 
medium 199 without horse serum. 

Virus—Types 1, 2, and 3 poliomyelitis viruses from 
monkey-kidney tissue cultures were diluted so as to contain 
100 tissue-culture infective doses previously determined by 
titration. 

Serum Dilutions—After inactivation serial dilutions of 
serum were made in medium 199. Screening tests were 
carried out at 1/4, 1/64, and 1/256; and final tests, if 
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positive, were made with serial twofold dilution from 1/2 to 
1/512 against each virus type. 

Neutralization.—Equal quantities of diluted virus fluid of 
each type were added to each serum dilution and to the 
necessary control tubes. Serum-—virus mixtures were in- 
cubated for one hour at 37° C. and then placed in the 
refrigerator until used for inoculation. Each of two culture 
tubes was inoculated with 0.5 ml. of the serum-virus mixture. 
In each test the necessary controls of standard serum and 
virus were included. After tncubation the tests were read 
on the third and finally on the sixth or seventh day. The 
end-point was taken as the highest dilution of serum required 
to neutralize virus in 50% of tubes as determined by the 
inhibition of the cytopathogenic effect of poliomyelitis virus. 
The serum dilution was expressed as the final dilution of 
serum in the serum—virus mixture. 


Results 


The correlation between complement-fixing and neutrali- 
zing antibodies is shown in Table I. The results are based 
on 82 out of 90 sera, as a number of the earlier specimens 
had been used up in pilot tests and tests with heated com- 


Taste I.—Correlation of Complement-fixing and Neutralizing 
Antibodies in 82 Sera 


| C.F.T. Positive C.F.T. Negative 
| 


Neutralization test: 
Positive an 21 31 
Negative ‘a ‘ 0 30 


plement-fixing antigens, subsequently found to be lacking in 
specificity. It seems clear that so far as these tests go, 
there is good correlation between the presence of comple- 
ment-fixing and neutralizing antibody in the same specimen. 
On the other hand, in 31 cases where the complement- 
fixation test was negative, the neutralization test was positive. 
In no instance was a serum with complement-fixing antibody 
found to be without neutralizing antibody. 

The total number of children in each age group who had 
antibody to any virus type, irrespective of whether that 
antibody was to one or more virus types, is shown in Table 
Il. It is apparent that the incidence of antibody increases 
with age, and a definite rise in the numbers occurs about the 
age of 5 years. The majority (90%) of the children studied 
over the age of 9 years had antibody to at least one virus 
type. 

The distribution of antibodies in the various age groups is 
shown in Table III. Those under 5 years had either no 
antibody or with few exceptions antibody to only one virus 


Taste Il.—Incidence of Antibody to One or More Virus Types 


in Each Age Group ‘ 
Age:| 1| 2 s| 6| 7| 
No. ofchildren | 7/12/t| 8| an | 10 
No. with antibody 2|'4| 4| 4| 9 9) 
| 28 | 33 | 36 | $0 | 64 | 72 | | 81 | 90 
| 


Taste I1.—Distribution of Poliomyelitis Antibodies in the 
Various Age Groups 


Age Range Sens 
Categories ota 
| 5-8 9-14t 
No. of children examined 38 42 10 90 
with mo anti- 
ies = 10 1 35 
No. of children with antibody to | ‘ 
one virus type il 20 3 “4 
No. of children with antibody to 
two virus types 8 3 14 
No. of children with antibody t to 
three virus types ot — | 4 3 7 
* In 0-4 group there were no children under 12 months. 


tIn $i pon group there were no children aged I! years or more. 


type, whereas of those aged 5 and over 44%, had antibody 
to one type, 21% had antibody to two types, and 7 out of 
52 (13%) had antibody to all three types. 

The incidence of antibody to each individual virus type 
and combinations of types is shown in Table IV. The num- 
bers are small, but there appears to be a fairly even distribu- 
tion of antibody to each virus type. 


Taste IV.—Distribution of Poliomyelitis Antibodies to Each 


Virus Type 
No. of No. of Sera with Antibodies to Single Virus Types or 
Sera with Combinations of Types as Shown 

1 2 3 land 2| 1 and 3|2and 3} 1, 2, and 3 

Total «4 | 14 7 


The relationship between the presence of antibodies and 
socio-economic conditions is shown in Table V. Of the 
children from poor homes, irrespective of age, 80%, had 
antibodies, while only 50% of those from good homes had 
antibody. . 


TasLe V.—Distribution of Antibody in the Three Socio-economic 
Groups—All Ages 


Socio-economic | Total No | Antibodies 
Background Antibody Present 
Poor 15 20%) 12 (80%) 
Average 45 ) 28 (62%) 
30 15 (50%) 15 (302) 
Conclusions 


At the start of this investigation laboratory procedures 
for poliomyelitis were undergoing rapid development, parti- 
cularly in the use of tissue culture in serological methods. 
Although the neutralization test had become much easier to 
perform, technical difficulties still restricted its wider use. On 
the other hand, the complement-fixation test seemed to offer 
a number of advantages. High-titre antigens could readily 
be produced and the test was generally easier and more 
quickly carried out. However, complement-fixing antibody 
does not persist for as long as the neutralizing antibody after 
infection, but it seemed that, as the sera being studied were 
from children, the complement-fixation test might be useful 
as a screening test. The first point which emerged was that 
the use of treated antigens resulted in a loss of specificity in 
the reaction (Le Bouvier, 1955a, 1955b). Other workers 
have since found the same (Schmidt and Lennette, 1956). 
With untreated antigens more clear-cut results were ob- 
tained ; nevertheless, it is clear that as a screening test for 
antibody the complement-fixation test is not as reliable as 
the neutralization test, even when infection can have 
occurred only a few years previously. The presence of 
neutralizing antibodies to each of the three types of polio- 
myelitis virus was therefore taken as evidence of past 
infection, although, as Salk (1955, 1956) has shown, some 
individuals without demonstrable antibody have clearly been 
exposed and infected, as they produce a booster type of 
response to vaccination. 

From the practical point of view, in carrying out neutra- 
lization tests, the period for incubating the serum-—virus 
mixtures could probably with advantage be increased to at 
least three hours at 37° C. Other workers have found this 
to be more satisfactory. 

Although the total numbers in this study group were sma!! 
the children were a fairly representative cross-section of the 
child population in the urban areas from which they were 
drawn. Some idea of the infection rate amongst them can 
be deduced from the antibody findings. It appears that 
infection begins to take place at the fifth year of life in the 
majority, with a shift to a younger age group among poor 
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children, and to an older age group among children from 
homes where there is better hygiene and less crowding. The 
incidence of past infection with each of the three virus types 
is remarkably uniform, type 3 being a little less common 
than the others, though not quite so infrequent as Fallon 
(1956) found in North Wales and in Liverpool. 

It is interesting to compare the results of this serological 
survey carried out in London with two others carried out at 
the same time, one in the United Kingdom and the other in 
Morocco. Horstmann (1955) found that amongst Moroccan 
children in Casablanca the incidence of antibody to all three 
virus types had reached 80% by the age of 5 years. The 
rarity of clinical disease, except in those under 2 years of age, 
was an indication of the widespread dissemination of virus 
under these conditions. Fallon (1956) carried out an investi- 
gation in the rural district of Bettws-y-Coed in North Wales 
with a population of 780 inhabitants in which no cases of 
paralysis had been reported since 1912. He found a sur- 
prisingly high incidence of antibody to all three virus types 
in various combinations in children over the age of 4 years. 
In fact, the incidence of type 1 antibody in Bettws-y-Coed 
was slightly higher than in Liverpool or in Cairo. 

Although the poliomyelitis immune state of any one 
individual can be learned only from serological tests, the 
pattern of poliomyelitis infection rates within a community 
can be drawn from cross-section studies such as the present 
one. It would suggest that amongst the children from the 
areas studied it is those under 5 years who would benefit 
most at the present time from immunization against polio- 
myelitis, although these findings do not necessarily reflect 
the immune status throughout the country. 


Summary 

Sera from 90 London children aged 12 months to 
10 years were examined for the presence of antibodies 
to the three types of poliomyelitis virus. 

Tests were carried out for both complement-fixing and 
neutralizing antibodies, and both methods are described. 

As a screening test for antibody, the neutralization 
method in tissue culture was found to be the more 
reliable guide to past infection. 

In the small group of children studied, subclinical 
infection began to take place at about the fifth year of 
life. 

The incidence of past infection with each of the three 
virus types was fairly uniform, type 3 being slightly less 
common amongst the younger children. 


We thank the consultant physicians and surgeons of the 
Victoria Hospital for Children for permission to investigate these 
patients under their care, and the parents of the children 
for their valuable co-operation. We are grateful to Dr. W. 
Wood, of Glaxo Laboratories Ltd., for kindly supplying virus 
strains, and virus fluids for antigen, and for a great deal of help. 
We also thank Miss E. M. Howard and Mr. G. T. Hawkins for 
their expert technical assistance. One of us (A. M. P.) is in re- 
ceipt of a research grant from the Endowment Fund of St. 
George’s Hospital. One of us (J.A.D.) was in receipt of a 
grant from the Medical Research Council and from the National 
Fund for Poliomyelitis Research. 


REFERENCES 
Fallon, R. J. (1956). Lancet, 1, 65. 
Gear, J. H. S. (1955). Wid Hith Org. Monogr. Ser., No. 2%. p. 31. 
Geneva. 
Horstmann, D. M. (1955). Amn. N.Y. Acad. Sci., 61. 956. 
Le Bouvier, G. L. (1953). Brit. J. exp. Path., 34, 300. 
—— (1955a). Personal communication. 
—— (1955b). Lancet, 2, 1013. 
Paul, J. R. (1955) Wid Hlth Org. Monogr. Ser.. No. 26, p. 9. Geneva. 
Salk. J. E. (1955). Ann. N.Y. Acad. Sci., 61, 1023. 
—~— (1956). Amer. J. publ. Hith, 46, 1. 
Schmidt, N. J., and Lennette, E. H. (1956). J. exp. Med., 104, 99, 
Svedmyr, A., Enders, J. F., and Holloway, A. (1953). Amer. J. Hyg., §7. 


60. 

Syverton, J. T., Scherer, W. F., and Elwood, P. M. (1954). J. Lab. clin. 
Med., 43, 286. 

Youngner, J. S. (1954). Proc. Soc. Exp. Biol. (N.Y.), 85. 202. 


DENTAL EXTRACTION IN 
HAEMOPHILIA AND CHRISTMAS 
DISEASE 


BY 


JOHN A. ORR, L.D.S., H.D.D. 


Oral Surgery Department, Glasgow University Dental 
School, Dental Hospital, Glasgow 


AND 


A. S. DOUGLAS, M.B., B.Sc., M.R.C.P. 
M.R.C.P.Ed., F.R.F.P.S. 
University Department of Medicine, Royal Infirmary, 
Glasgow 


The management of the haemophiliac presents many 
difficulties, and not least among these is the problem of 
dental extraction. Haemophilia is a rare disease, tha 
incidence in the population in the West of Scotland 
being | per 30,000-35,000. In contrast to this low 
incidence is the frequency with which these sufferers 
require hospital management ; amongst the commonest 
causes of admission is the necessity for tooth extraction. 
Most haemophiliacs show great reluctance in seeking 
dental attention. The fear of dental extraction is of 
course well justified; unfortunately this dread of the 
dentist prevents the proper care of the teeth by con- 
servative methods, and as a consequence their teeth are 
commonly neglected. On several occasions we have 
seen haemophiliacs of about 20 years of age requiring 
complete clearance of teeth. Many of the teeth are 
represented merely by shells submerged in the gum 
margin, and consequently periodontal sepsis is frequent. 

It is the object of this communication to report our 
experiences in the management of dental extractions in 
patients with haemophilia or the closely allied condition 
Christmas disease. 

Methods 


Thirty-two dental operations, involving the removal of 
57 teeth, were carried out on 10 patients; nine of these 
were haemophiliacs, lacking antihaemophilic globulin, and 
the tenth was a patient with Christmas disease, lacking the 
Christmas factor (Biggs et al., 1952). The number of dental 
operations performed on each patient varied from one to 
seven, depending on how many teeth required extraction. The 
important features of these dental operations are summarized 
in Table I. The patients were all admitted to hospital ; they 
were warned that the measures to be adopted were unlikely 
to prevent haemorrhage completely, but that any consequent 
bieeding would not be serious in its extent. 

Number of Extractions at Each Operation.—The number 
of teeth extracted at each operation varied from one to 
four, and may be summarized as follows: at 14 operations, 
one tooth; at 12 operations, two teeth; at 5 operations 
three teeth; and at one operation, four teeth extracted. 
As a consequence of experience it was decided that, in 
general, only one or two teeth should be extracted at any 
one operation. When adjacent teeth were carious it was 
considered justifiable to extract two at one sitting. The 
extraction of more than two teeth resulted in much trouble- 
some haemorrhage. These observations confirmed the 
opinion of White and Mallett (1949). The haemorrhage 
which follows the extraction of large numbers of teeth 
carries risk to life and is alarming to the patient. It is 
not practicable to provide maintained haemostatic levels of 
antihaemophilic globulin over long periods with available 
sources of supply. The practice of extracting large numbers 
of teeth after alleged correction of the haemostatic defect 
by administration of plasma, plasma products, or whole 
blood should be abandoned. The teeth extracted were all 


. 
‘ 
| | LLL | | 
| 
te 
ye 

: 
d 

: 

| 
= 
| 
f 
i 
- 
e 
e 
it 
e 
A 


Britisu 
Mrpicat Journat 


1036 May 4, 1957 


permanent teeth; deciduous teeth do not present such a 
great difficulty, there being less trauma involved in the 
extractions. It is our belief that, unless there be special 
circumstances, deciduous teeth should be left to shed them- 
selves in the normal manner. 

Antibiotic Therapy—As a result of the teeth being 
neglected, sepsis at the site of extraction was frequently 
present. To combat the additional risk of bleeding which 
might result from socket infection all the patients were given 
oral antibiotic therapy for five*days, starting on the day of 
operation. Initially, parenteral penicillin was administered, 
but this resulted in troublesome haematomata at the site of 
intramuscular injection and was discontinued. 

Anaesthesia.—In a small number of the earlier operations 
of the series anaesthesia was regional by inferior dental injec- 
tions ; the great majority of the operations were undertaken 
with local or infiltration anaesthesia, and this was eventually 
adopted as the method of choice. Regional anaesthesia by 
inferior dental injection carries the risk of haematoma in 
the neck and of permanent damage to the nerve by haemor- 
rhage. Haemophiliacs not infrequently suffer peripheral 
nerve damage as a consequence of haemorrhage. Endo- 
tracheal intubation during general anaesthesia is potentially 
dangerous by virtue of the possible development of laryngeal 
haemorrhage or haematoma. 


Acrylic Resin Protective Splint 


For each patient a protective dental splint was prepared 
before the operation and inserted immediately after removal 
of the teeth. The splint was constructed in the following 
manner: an impression of the upper and lower teeth was 
taken with one of the alginate impression materials such 
as “ zelex,” and models from this were poured in stone-hard 
plaster. From the models the tooth or teeth to be extracted 
were removed and over this area a layer of dental wax was 
fitted. Another alginate impression was taken from the first 
model and a second model cast in stone. The models were 
then set up on an articulator with the aid of a wax bite. 
Upon the second model a layer of wax was placed, trimmed 
to the exact requirements of the splint, and then processed in 
clear acrylic resin. 

The reason for the first layer of wax over the tooth socket 
was to allow sufficient space between the acrylic splint and 
the socket for insertion of black gutta-percha. From 
experience it was found that this gutta-percha was tolerated 
by the soft tissues in the region of the wound much better 
than the hard acrylic. At the same time there was a close 
seal. Fig. 1 illustrates a splint with the gutta-percha in 
position. When significant bleeding occurred there was no 
hesitation in removing the splint for reapplication of local 
haemostatic measures ; the splint was then reinserted. Where 
insignificant bleeding occurred the splint was left in position 
for 10-14 days before removal; at the end of that time 
there was generally a healed socket when the splint was 
removed. In a few of the earlier operations, as indicated in 
Table I, no splint was used. 

The purpose of the splint was to protect the soft friable 
clot in the socket from trauma by food or from disturbance 


Fic. 1.—An acrylic resin dental splint with black gutta-percha 
inserted in the splint opposite the extraction site. 


DENTAL EXTRACTION IN HAEMOPHILIA 


by the tongue; a less important role of the dental splin: 
was to hold haemostatic dressings in position. The splint 
was not used for the purpose of exerting pressure on the 
socket. Such pressure may be dangerous in conseqvence of 
liaemorrhage occurring into tissue; such a haematoma in 
the neck can be large enough to block the airway. Qvist. 
Endicott, and Mitchell (1942) report a case of fatal asphyxia 
following dental extraction in a haemophiliac where the 
obstruction to the airway was due to massive haemorrhagic 
infiltration of the floor of the mouth. Pressure on a socket 
also causes its enlargement and increases the area for 
potential haemorrhage. It is essential that the splint be 
made skilfully ; a badly fitting splint is worse than no splint 
at all. The splint must fit accurately on the remaining teeth 
and remain firmly in situ ; a loose splint causes disturbance 
of the poorly formed clot in the socket. It must not cause 
pressure on the gingival margin at any part, as such trauma 
will certainly result in an additional site for haemorrhage. 
The application of the black gutta-percha to the splint 
at the area of the wound was found to be of great value 
in preventing injury of the gum by the splint. The splint 
enables the patient to take a soft pulped diet and he can be 
ambulatory in the ward. The use of protective splints has 
also been favourably reported by White and Mallett (1949) 
and Matheson (1949), 


Local Haemostatic Treatment 


This consisted of an adsorbable dressing such as “calgi- 
tex” or gelatin sponge with bovine thrombin or Russell 
viper venom. 

The application of local haemostatic agents to the tooth 
sockets was of very limited value. No surface application 
of haemostatic agents can be considered highly successful in 
haemophilic bleeding. To be of value a haemostatic 
requires to be carried to the site of bleeding by the patient's 
own circulation. Thrombin, for example, when applied to 
a socket will produce a surface layer of fibrin from the 
blood filling a socket, but this does not prevent bleeding 
occurring from the freely flowing vessels in the base of the 
wound. 

Suturing of the gum is used in the control of haemorrhage 
following tooth extraction in normal persons. It is, how- 
ever, contraindicated in haemophilia, as it provides an 
additional site for bleeding and may encourage haemorrhage 
into the adjacent tissue spaces rather than externally. 


Replacement Therapy 


Therapy with blood or blood products was used in an 
attempt to supply the coagulation components missing in 
these patients. In the earlier extractions of the series, bank 
blood was tried, but, later, fresh frozen plasma was used. 
Fresh frozen plasma was eventually adopted as the routine 
form of replacement therapy for deficiency of antihaemo- 
philic globulin. In one patient a large amount of the dried 
plasma _ fraction (Cohn 1) containing antihaemophilic 
globulin was given. In a few of the later extractions further 
plasma was administered 48 hours after the initial infusion. 
the third day being the time of highest incidence of 
haemorrhage. 

In four patients the administration of plasma subsequent 
to the first occasion caused urticarial reactions. These 
were treated with a single dose of 100 mg. of oral cortisone 
and 50 mg. of promethazine hydrochloride. Any further 
administration of plasma was preceded by cortisone and 
promethazine hydrochloride one hour before giving the 
plasma, This appeared to prevent recurrence of the 
urticaria. 

As already stated patients with haemophilia lack anti- 
haemophilic globulin and those with Christmas disease the 
Christmas factor. The only available therapeutic agents are 
contained in human plasma or derived therefrom by 
fractionation. 

The life of antihaemophilic globulin in blood stored at 
4° C.—that is, in bank blood—is very short ; after three to 
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four days only trace amounts are usually present. If plasma 
is collected f-esh and immediately frozen to —20° C., at 
which tempera:ure it is stored, there is very good preserva- 
tion of the antihaemophilic globulin. This fresh frozen 
plasma was used in many of the patients included in this 
investigation (Table I). Apart from the difficulties of pre- 
servation of the antihaemophilic globulin there is the 
problem of the large amounts required in the management 
of the patients to maintain haemostatic levels over pro- 
longed periods. The intravenous administration of 2 pints 
(1,140 ml.) of fresh plasma to a haemophiliac causes a rise 
in antihaemophilic globulin content from nil to 5-10% of 
that present in normal plasma. More than half of this has 
disappeared by 12 hours and only trace amounts are present 
at 24 hours. The difficulties of the problem can readily be 
appreciated. Cohn’s plasma fraction I, containing anti- 
haemophilic globulin, is available as a lyophil dried pre- 
paration in ampoules. In the transfusion services of this 


region each ampoule is derived from 75 ml. of plasma. 
Even with full recovery of antihaemophilic globulin in the 
ampoules, 10 or more would be needed to give the equivalent 
of 2 pints (1,140 ml.) of plasma. 

In one patient the dried antihaemophilic fraction from 15 
pints (8.5 litres) of blood was given as a pre-operative measure, 
with satisfactory response. It is believed that at the present 
time the best available therapeutic agent is fresh frozen 
plasma and that this must be used in large quantities, such as 
2 pints (1,140 ml.) at a time (A. S. Douglas, 1956, unpublished 
observations). Moss (1955) also reports on the value of 
fresh frozen plasma in the management of bleeding tooth 
sockets in haemophilia. 

There should be no reliance on bank blood as a source of 
antihaemophilic globulin unless it has been collected within 
a few hours of administration. The Christmas factor, on 
the other hand, is well preserved not only in fresh frozen 
plasma but also in bank blood. 


TaBLe I.—Details of 32 Dental Operations 


= 
Case Ne. of ails anti- Transfus ions ays 
No. | Treatmen: thesia Lowes: | Bleeding | Sockets 
Before After Before ‘After Hea 
1 | Haemophilia 1 6 c NoS;C+T;Sut.}| R 2B 4B 92 80 7 14 
( 3 6167 P NoS; C; Sut. R+I _ 7B 98 68 6 1S 
2 | 46 P+C | NoS; G+T; Sut. i IB 2B 98 90 6 14 
2 | Haemophilia 4 1 _6 | Cc NoS 1 IB 3B 90 84 6 16 
c NoS IB SB; 1FFP 90 58 14 23 
4 | — | Nos I \FFP | 6B;4FFP | 105 68 10 16 
— |S8;G+T I - 95 89 6 14 
Hacmopttia | — |s;o47 100 86 7 12 
1 A |S;G+T 2FFP 105 102 10 
3 _ 876 | A |S;G+T 1 2FFP | 1B; 1FFP | 104 62 6 16 
2 12, A S;G+T 2FFP = 100 3 9 
4 | Haemophilia 1 A S;G+T 1 2FFP 103 94 4 10 
3 A $;G+T I 2FFP 96 5 10 
2 A 8;G+T I 2FFP 100 78 9 13 
A |S;G+T I 2FFP 75 75 3 il 
1 ~6 | A S;G+T i 14FFP - 4 64 6 13 
re | a |s;c+t 1 | - 6s 62 3 13 
2 616 A |S8;C+T 2FFP 16 68 No Bl. 1s 
2 7s | —* |S;G+T+RVV 1 2FFP _- 105 80 6 13 
> | we | 1 8s 6 10 
2 | 13 — |S8;G+T 2FFP 2FFP 76 6 10 
( 1 A S;C+T I AHG 101 99 No BI ul 
7 | Haemophilia 2 A $;C+T 2FFP 99 95 i2 
4 a |s;c4T 2FFP | 110 92 17 
1 | 6 A $;C+T 1FFP _ 97 6 9 
6; | a |S;C+T 1FFP 102 88 14 7 
2 A $;C+T I 1}FFP \FFP 95 93 7 
9 1 A $;C+T 14FFP 1FFP 86 83 No Bi. i2 
2 A S;C+T i 14FFP 1}FFP 86 54 17 20 
3 | _ NoS I = 2FFP 118 84 9 21 
2 a | | 2FFP 2 92 3 12 
Antibiotic Local treatment Anaesthesia Transfusions ee Time in days before 
A =Chlortetracycline C =Calgitex FFP Fresh frozen plasma 
* Oral antibiotics caused G =Gelatin sponge After = At times from first to eleventh 
vomiting. T  ==Thrombin day after extraction 


RVV = Russell viper venom 
Sut =Suturing 


AHG = Antihaemophilic globulin frac- 
tion from 15 pints (8-5 litres) 
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Haemorrhage 


In Fig. 2 is shown the incidence of haemorrhage, sub- 
sequent to the 32 dental operations. Even when the bleed- 
ing was minimal in extent, possibly only the staining of 
saliva over a short period, haemorrhage was recorded as 


25) 
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NUMBER OF DENTAL OPERATIONS 


4 6 8 iO «12 14 16 
TIME IN DAYS 
Fic. 2 —Histogram showing the incidence of haemorrhage during 
the days subsequent to the extraction. Abscissa—time in days 
after extraction of the teeth. Ordinate—number of dental 
operations. 


having occurred on that particular day. Comparison with 
the fall in haemoglobin level as recorded in Table | will 
show that bleeding was often minimal in its extent. Bleeding 
was rare on the first day but very common on the third 
day—that is, 48 hours after extraction. There was some 
bleeding at this time in 23 out of the 32 operations. 
Haemorrhage was common up to the eighth day after extrac- 
tion, but unusual after that time. In one patient bleeding 
stopped only at the seventeenth day. The relative immunity 
from haemorrhage during the first 36-48 hours following 
extraction may be explained by the replacement therapy 
given just before the operation or as a result of the thrombo- 
plastic activity of the damaged tissue at the extraction site. 

Blood Loss.—In an attempt to estimate the blood loss, 
haemoglobin levels were assayed daily, and the lowest value 
recorded in the post-operative | period was used as an 
approximate indication of the extent of the haemorrhage. 
The mean fall in haemoglobin over all the extractions was 
7, per tooth removed. As would be expected, the loss of 
haemoglobin was proportional to the number of teeth 
removed at each operation (Table II). The numbers 


Taste II 
Mean Fall of Haemoglobin 
Operation i per Operation 
One tooth extracted ee 10% 
Two teeth 13% 
Three ,, ee 25% 
Four , 37% 


involved in each group are small, but the figures probably 
give some indication of the anticipated loss of blood from 
these extractions. 


Blood Transfusion 


Matched blood was held for each patient for a period of. 
10-14 days from the time of extraction. Haemophiliacs are 
often the recipients of multiple transfusions, and there is 
the danger of haemolytic transfusion reactions unless sensi- 
tive compatibility tests are employed. In case there should 
be a bleeding emergency, therefore, cross-matched blood 
was reserved for each patient. Two of the patients were 


rhesus-negative and had anti-D antibodies in consequence ot 
previous transfusion. 

As haemophilic patients often require transfusion through 
vut their lives there is the consequent risk of development ot 
immune antibodies. With the adoption of the measures 
described, transfusion after dental extraction was very rarely 
required. This benefits the patient in so far as the oppor- 
tunity for development of immune antibodies is reduced. 


Duration of In-patient Management 

In-patient treatment varied from 9 to 23 days, with an 
average of 13 days per dental operation. It will be appre- 
ciated that where a complete clearance of teeth was required 
this involved a protracted stay in hospital. It was our policy 
to carry out a small number of operations, possibly 
two, on one hospital admission and discharge the patient for 
subsequent readmission. The morale of these patients is 
remarkably good, considering the life of chronic invalidism 
which they have to suffer. Nevertheless it is of benefit to 
them not to make their stay in hospital too protracted on any 
one admission. 

Discussion 

These experiences in dental extraction of haemophilic 
patients failed to provide a complete answer to the problems 
cf management. We are satisfied, however, that the adop- 
tion of the measures described is successful in limiting 
haemorrhage. Such haemorrhage as occurs will not be 
severe enough to endanger life. 

The first eight observations in the series may be regarded 
as pilot studies. As a consequence of these the measures 
finally adopted may be summarized as follows: (a) extrac- 
tion of not more than two teeth at one time ; (6) construc- 
tion of an acrylic resin protective splint, with gutta-percha 
lining at the site of extraction : (c) administration of 2 pints 
(1,140 ml.) of fresh frozen plasma just before the extractions ; 
and (d) oral antibiotic therapy. 

During the eight pilot observations a total of 22 pints 
(12.5 litres) of blood was required for replacement of blood 
loss due to the extractions. In the subsequent 24 dental 
operations only 1 pint (570 ml.) of blood was used. It is 
tempting to assume that this striking difference was due 
to the measures adopted. 

The observations in the last case form an interesting 
comparison. The first operation was performed without 
any of the above measures ; in particular there was no splint 
and no previous administration of plasma. Bleeding con- 
tinued for nine days and the haemoglobin fell by 24%. 
Two weeks later further extractions were done with the 
preparation of upper and lower jaw splints and the previous 
administration of plasma. The only bleeding consisted of 
some staining of saliva on the third day and there was no 
fall in the haemoglobin level. 

The ideal answer to the problems of management of tooth 
extraction in these patients is the administration of adequate 
amounts of antihaemophilic globulin or the Christmas factor 
over a sufficient period of time. The maintenance of 
haemostatic levels of these factors over the period of 10-14 
days required for the complete healing of the socket is not 
a practical possibility at the present time. 


Summary 


The results of 32 dental operations for tooth extraction 
in patients with haemophilia or Christmas disease are 
reported. The commonest time for haemorrhage was 
the third day after extraction, but in one case this was 
still occurring as late as 17 days after the extractions. It 
was inadvisable to extract more than two teeth at a time ; 
where possible, two adjacent teeth were removed. An 
acrylic resin protective dental splint was used to protect 
the operation site subsequent to extraction. Black gutta- 
percha was inserted in the splint opposite the extrac- 
tion site. Replacement therapy consisted of 2 pints 
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(1,140 ml.) of fresh frozen plasma immediately before 
extraction and on the occurrence of bleeding, provided 
this was severe enough. Oral antibiotic therapy was 
used for five days from the time of extraction. 


We thank Professor L. J. Davis and Professor J. Aitchison for 
advice and interest in this work. We acknowledge also the help- 
ful co-operation of Dr. J, Wallace, director of the Glasgow and 
West of Scotland Blood Transfusion Service, and Dr. D. Ellis, 
of the Edinburgh and South-east Scotland Blood Transfusion 
Service. The work in the University Department of Medicine, 
Royal Infirmary, Glasgow, was in part financed by grants from 
the Advisory Committee on Medical Research for Scotland and 
from the Medical Research Council. 
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CHRISTMAS DISEASE IN A WOMAN 


BY 


R. M. HARDISTY, M.D., M.R.C.P. 


Senior Lecturer in Clinical Pathology, Welsh National 
School of Medicine, Cardiff 


Formerly of the Louis Jenner Laboratory, St. Thomas's 
Hospital and Medical School, London 


In the majority of affected families the inheritance of 
Christmas disease is of the same sex-linked recessive 
pattern as true haemophilia, resulting in the transmission 
of the disease to males by apparently healthy females. 
In a small number of instances, however, heterozygous 
females have been found to be mildly affected, suggesting 
that the Christmas disease gene may be less completely 
recessive than that responsible for haemophilia. The 
case is presented here of a young woman with Christmas 
disease of the same order of severity as her affected male 
relatives. 
Case History 


A single woman aged 22 was investigated because of a 
history of prolonged bleeding following tooth extractions. 
She had had teeth extracted on several occasions since the 
age of 6, and each time had bied from the tooth socket 
intermittently for 7 to 14 days. It had always proved 
possible to control the bleeding eventually by plugging, and 
she had never had a blood transfusion. No abnormal 
bleeding occurred at the spontaneous shedding of the primary 
dentitions. Two teeth have been extracted since the diagnosis 
of Christmas disease was made, and on this occasion bleed- 
ing was successfully controlled by packing the tooth sockets 
with an absorbable dressing soaked in thrombin. With this 
treatment bleeding stopped within 24 hours, but started again 
three days after the extraction, necessitating repacking, which 
resulted in permanent haemostasis. 

The patient has had no other haemorrhagic symptoms. 
She has never had any other operations or serious injuries, 
dnd does not bruise excessively from minor traumata. Super- 
ficial cuts soon stop bleeding, and menstruation is normal. 
She has never had haemarthroses, epistaxes, purpura, or 
haematuria. At the age of 17 she swallowed a small open 
safety-pin without ill-effect. 

Family History.—The patient’s family tree is shown in the 
diagram. Her paternal great-grandparents, I 1 and I 2, are 
said to have been first cousins. Her father, III 3, suffered 
from prolonged and excessive bleeding after tooth extraction 


on several occasions, but had no other haemorrhagic symp- 
toms. He had never had any other operations or serious 
injuries. He was accepted for military service and was killed 
at Anzio in 1944. One of his mother’s five brothers (II 10), 
now deceased, is known to have bled excessively after tooth 
extraction, but another (II 11) has never had any haemor- 
rhagic symptoms. It has unfortunately proved impossible 
to trace the remaining members of the patient’s paternal 
grandmother’s family. There is no history of ‘abnormal 
bleeding in any other known relatives of either sex on the 
patient’s father’s side, nor in any member of her mother’s 
family. 


TI 2 


n > 


@ = Affected male. = Normal male. © = Female. 
w® = Propositus. § = Unknown individuals shown collectively. 
i} = Subjects personally tested. 


Laboratory Investigations.—The results of-.tests of the 
patient’s haemostatic mechanism are shown in Table I. It 
will be seen that these were all within normal limits. 

A thromboplastin generation test was performed by the 
method of Biggs and Douglas (1953), using a suspension of 
normal platelets with various combinations of serum and 
Al(OH)s-adsorbed plasma. All sera were obtained from 
blood shaken with glass beads until coagulation occurred, 
and then incubated at 37° C. for two hours. The sera were 


TABLE I.—Results of Ro Routine Laboratory Tests on Patient's Blood 


Test Patient 
Whole-blood clotting-time (Lee | | 
and White) (minutes) 74-10 j 5-10 


One-stage prothrombin time | 

(Quick) (seconds) 17-3 17-2-18-6 
Proconvertin (Owren) (%) : 80 70-120 
Prothrombin consumption index 


(Merskey) (%) | 18 Less than 40 
Bleeding-time ( Wey) (minutes) | 3 | 3-7 
Platelet count (per c.mm.) | 353,000 200,000-500,000 


TaBLe IIl.—Results of a Thromboplastin Generation Test. The 
Same Normal Platelet Suspension and M/40 CaCl, were 
Used Throughout 


Seco: t omboplastin 
Serum (1/10) Clotting-time| Concentration 
Normal .. .. | Normal 10 | 100 
Patient 134 65 
Patient .. Pat | 10 100 
tient 
Normal .. Normal \} 94 108 
Normal 25 17 
3062 Haemophilicy |” 
0% Patient | 
Haemophilic | 83 
Normal .. .. | Christmas disease 234 19 
{3 Normal 124 65 
= Christmas disease 
Patient 
” {308 Christmas disease! 2! 2 
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diluted 1 in 10 (vol./vol.) in 0.85% saline, and stored at 
—20° C. until required. The results in Table II show that 
the patient has a serum deficiency, and that her serum is 
incapable of correcting that of a patient with Christmas 
disease. Her Al(OH);-adsorbed plasma corrected that of a 
haemophilic subject better than did that of the normal con- 
trol, and her own serum was corrected by an equal volume 
of normal serum, showing that the defect was not due to the 
presence of an inhibitor of thromboplastin generation. It 
was concluded that she had a*true deficiency of Christmas 
factor. No PTA-deficient blood (Rosenthal er al., 1953) was 
available for matching experiments, but the failure of mutual 
correction of Christmas disease and patient's serum is taken 
to exclude the diagnosis of PTA deficiency in this case. 

On another occasion the Christmas factor content of the 
patient’s serum was determined by measuring its ability to 
correct the defect of Christmas disease serum in the thrombo- 
plastin generation test. Serial dilutions of normal serum 
in Christmas disease serum were tested, all the other reagents 
being kept constant, and the concentrations of normal serum 
were plotted against the corresponding shortest second-stage 
clotting-times, to obtain a Christmas factor dilution curve. 
A 10% dilution of the patient's serum in Christmas disease 
serum was then tested in the same way. By interpolation on 
the dilution curve, it was found that the patient’s serum con- 
tained approximately 8% of Christmas factor relative to the 
control. This method of assay has given results between 
0 and 20% of normal in males with Christmas disease investi- 
gated in this laboratory. Serum from the most severely 
affected of these was used as the diluent in the present case. 

Christmas factor and proconvertin (factor VII) assays 
have also been carried out on the serum of the patient's 
mother, sister, and two first cousins. None of these have any 
haemorrhagic tendency, and all have had teeth extracted 
without excessive bleeding. It was found that none had 
significant deficiency of either factor (Table III), though the 
amount of each factor in the sister’s blood was slightly less 
than in the other members of the family. 


Taste I1l.—Christmas Factor and Proconvertin (Factor VII) in 
the Patient's Relatives 


Relationship to Patient | Christmas Factor (%) Proconvertin (°%) 


Mother (III 4) 
Sister 4) .. 65 
Cousin (TV 1) 

» Gs 


The laboratory investigations show that the patient suffers 
from a Christmas factor deficiency, and her history suggests 
that it is a congenital one. It is unfortunate that no affected 
relatives were available for testing, but the family history 
strongly suggests that her father and great-uncle suffered 
from the same condition. A unifying though somewhat 
unusual feature was the limitation of symptoms in each 
affected member of the family to bleeding after tooth extrac- 
tion. It may be that this merely indicates the occurrence of 
a mild degree of the disorder in three people who all escaped 
serious injury. 

There are two genetically possible explanations for the 
occurrence of Christmas disease in the daughter of an affected 
male. Unless the patient is homozygous for the Christmas 
disease gene, it is necessary to postulate that the gene is not 
completely recessive. 

There is no evidence in the present case for the first of 
these alternatives. Although the silent transmission of the 
gene to the patient’s mother through several generations of 
carriers cannot be excluded with certainty, the fact that none 
of her eight known male relatives were affected makes such 
an explanation extremely unlikely. Still more so is the possi- 
bility that the patient has received a second Christmas disease 
gene as the result of a mutation occurring in the ovum which 
gave rise to her. 


It is therefore reasonable to assume that the occurrence of 
Christmas disease in this patient represents the effect of an 
incompletely recessive gene. Some degree of expression of 
the Christmas disease gene in heterozygotes has already been 
reported by Biggs er al. (1952), Biggs and Macfarlane (1954), 
Brinkhous ef al. (1954), Rosenthal and Sanders (1954), and 
Ramot et al. (1955). Graham et al. (1953) have observed 
a similar phenomenon in a large family with a mild form of 
haemophilia. In most of these cases the heterozygotes have 
been symptomless, the abnormality being detectable only by 
laboratory tests ; in the remainder the heterozygous females 
appear to have had milder symptoms than their affected male 
relatives. The present case differs from these in that the 
patient’s disability is apparently very similar in degree to 
that experienced by her father and great-uncle. While it 
must be admitted that such an assessment, based on second- 
hand evidence, is necessarily inexact, the observation that the 
patient’s serum contains less than 10°, of the normal amount 
of Christmas factor also suggests that the degree of deficiency 
is of the same order as in her male relatives, whose disability 
was slight. 

It is of interest that the patient's sister, who must also be 
assumed to be a heterozygote but who has no history of 
abnormal bleeding, has a slightly reduced amount of Christ- 
mas factor in her serum. This finding is consistent with the 
view that the Christmas disease gene is incompletely reces- 
sive in this family ; the difference in degree of the defect 
between the patient and her sister may be taken as evidence 
of the variable expressivity of the gene, the expression 
apparently being almost complete in the patient’s case. 


Summary 


The case of a young woman with Christmas disease is 
reported, in which the presenting symptom was pro- 
longed haemorrhage following tooth extraction. 

Her serum was found to contain approximately 8% 
of the normal amount of Christmas factor. 

The family history suggested that the patient’s father 
and his uncle suffered from Christmas disease of a 
similar degree of severity. 

The genetic implication of these observations is that 
the gene for Christmas disease may be intermediate 
rather than completely recessive. 


I am indebted to the patient and her family for their co-opera- 
tion, and to Dr. Rosemary Biggs and Dr. C. O. Carter for helpful 
discussion. 


ADDENDUM.—Since this paper was written, the patient has 
undergone bilateral intranasal antrostomies with diathermy, 
to the inferior turbinates. Following this operation, she bled 
intermittently from the nose for a fortnight. At the end of 
this time, when her haemoglobin had fallen to 7.7 g. per 
100 ml., she was transfused with three pints (1.7 1.) of fresh 
blood, which successfully controlled the bleeding. This is of 
some interest as the only recorded instance of bleeding in 
this family other than after tooth extraction, and supports 
the view that the patient’s disability is comparable in degree 
with that of her affected male relatives. 
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IMPROVED L.E. CELL TEST USING 
FINGE®-PRICK BLOOD 


BY 


H. LEMPERT, M.D., M.Sc., A.R.LC. 
Assistant Director 


AND 


G. M. BERLYNE, M.B., M.R.C.P. 
Resident Clinical Pathologist 


Department of Clinical Pathology, Manchester Royal 
Infirmary 


The L.E. cell is recognized as a neutrophil polymorpho- 
nuclear leucocyte whose nuclear lobes are compressed 
to the periphery of the cell by the inclusion of homo- 
genous material which stains a reddish purple with the 
usual blood stains. There is much evidence in favour 
of the inclusion material being nuclear in origin. 
Occasionally cells are found in which an ingested cell 
can still be recognized ; these cells are “tart” cells and 
must not be confused with L.E. cells, in which the 
ingested material has lost all its nuclear structure. 

The production of L.E. cells from bone marrow or 
blood of patients suffering from systemic lupus erythe- 
matosus (S.L.E.) would appear to be essential for a 
complete diagnosis. Many methods have been devised 
for producing L.E. cells from venous blood, amongst 
which the one devised by Marten and Blackburn (1953) 
and used by us for some time has been found reliable. 
It often happens that L.E. cells are detected only after 
several specimens of blood have been examined, and 
these repeated venepunctures become very tiresome for 
patient and physician. The processing of venous blood 
specimens and the’microscopical examination of the final 
blood smears aré also time-consuming. 

A method in which capillary blood could be used 
would solve some of these problems, and in fact L.E. 
cells have been found in finger-prick blood preparations 
by several workers (Eppes and Ludovic, 1951; Rohn 
and Bond, 1952 ; Chomet et al., 1953 ; Rosenfeld et al., 
1954 ; Sickley et al., 1955) ; but these have been chance 
findings or have involved techniques which could not be 
adapted for routine use. 

Snapper and Nathan (1955a, 1955b) have devised a 
more practical method which requires only one drop of 
blood from an S.L.E. patient, and it is based on the 
recognition that three essential factors are involved in 
L.E. cell formation : (1) plasma or serum from an S.L.E. 
patient ; (2) nucleoprotein from nuclei of damaged cells, 
which form the “ substrate” ; and (3) active phagocytic 
polymorphonuclears. They recommend that the sub- 
strate be prepared from a drop of normal blood in- 
cubated for an hour in a moist-chamber at 37° C. The 
blood clot which forms is. removed, and it is then found 
that large numbers of leucocytes, particularly poly- 
tmorphonuclears; are left on the air-dried slide. The test 
proper is then carried out by making a hanging-drop 
preparation of the patient’s blood so that the drop of 
blood just touches the substrate on the slide. This 
hanging-drop preparation is then incubated in a moist- 
chamber at 37° C. for one hour. During this period 
the L.E. factor in the patient’s serum acts on the nucleo- 
protein of the dead leucocytes in the substrate to form an 


intermediate product. The latter undergoes phagocytosis 
by the live polymorphonuclears migrating from the small 
drop of blood which clots. After incubation the clot 
is removed and the material on the slide stained with the 
usual blood stains. The small area on the slide is quickly 
identified and easily examined microscopically in a very 
short time. 

In our hands the use of leucocytes from normal blood, 
which is strongly recommended by these workers, has 
not proved as reliable as a substrate which we describe 
below prepared from chronic lymphatic leukaemia blood. 
Details of this method are given and the results, with 
illustrations, discussed. 


Methods 


Preparation of Substrate Suspension.—Fifteen millilitres of 
venous blood from a chronic lymphatic leukaemia patient 
(white-cell count over 75,000 per c.mm.) is placed in a sterile 
l-oz. (28-ml.) screw-capped bottle containing two partially 
opened steel-wire paper-clips. The bottle is slowly inverted” 
intermittently until the formation of fibrin occurs, and then 
shaken rapidly for another five minutes. Complete defibri- 
nation occurs within 15 minutes of taking the blood, the 
fibrin becoming attached to the paper-clips. The blood is 
decanted into a sterile 6 by + in. (15 by 1.3 cm.) test-tube, 
plugged or covered and then inclined at an angle of 60 
degrees in a 37° C. water-bath until the red blood cells 
have sedimented about one-third of the way down. This 
usually takes one hour, but may take up to three hours. The 
opalescent supernatant and a buffy layer containing the bulk 
of the lymphocytes and a small proportion of red blood cells 
(about 5%) are pipetted off into a 3 by 4 in. (7.5 by 1.3 cm.) 
test-tube. The cell suspension is mixed gently and a white- 
cell count carried out. If the white-cell count is below 
200,000 per c.mm. the suspension is centrifuged for five 
minutes at 2,500 r.p.m. and then some of the supernatant 
removed to give the correct cell count of 200,000 per c.mm. 
If the count is much above 200,000 per c.mm. dilution can 
be made with the patient’s serum, obtained by centrifuging 
the blood remaining in the 6 by + in. (15 by 1.3 cm.) 
test-tube. 

Preparation of Substrate Slide-—New 3 by 1 in. (7.5 by 2.5 
cm.) microscope slides are used, rinsed in hot water and 
wiped dry. A small drop of the substrate suspension, about 
1 to 2 mm. in diamefer, is placed at the centre of the slide. 
With a narrow smooth-ended glass rod the drop is spread 
out to cover a circular area 12 to 15 mm. in diameter, which 
takes only a short time to dry at room temperature. 

Storage of Substrate Slides—-A large stock of many 
hundreds of dried substrate slides prepared in the above 
manner are stored in closely packed cardboard boxes in a 
laboratory bench drawer at room temperature. The tem- 
perature varies between 17 and 20° C. Storage in the 
refrigerator or at temperatures much above the usual room 
temperatures causes deterioration. 

Finger-prick Blood Technique.—A } in (2.2 cm.) square 

cover-glass (No. 2 thickness) is divided in half. The two 
pieces are positioned on opposite sides of the dried substrate 
area of a substrate slide placed in a Petri dish, the bottom of 
which contains a well-moistened perfectly flat filter-paper. A 
drop of blood from a finger-prick is allowed to touch the 
centre of a 14 by } in. (3.2 by 2.2 cm.) cover-glass (No. 1 
thickness) so that a drop of blood 4 mm. in diameter is 
obtained. This cover-glass is now lowered on to the slide 
and the drop of blood positioned on the periphery of the 
substrate area. The drop of blood on the No 1 cover-glass 
just touches the substrate because of the pieces of No. 2 
cover-glass, which are thick enough to prevent obliteration 
of the drop by capillary action. The Petri dish is now 
covered with its lid and transferred to a 37° C. incubator 
for one hour only. The slide with its cover-glass preparation 
is then gently removed from the Petri dish and any moisture 
on the under side of the slide wiped off. The large cover- 
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glass is now slid off. If the clot sticks to the slide it can 
easily be released with the corner of the cover-glass and then 
slid to the edge of the slide and removed. The slide is 
rapidly dried by waving it in the air. Our preparations are 
stained as for blood with Jenner—Giemsa stains. 

Test for L.E. Factor in Serum.—A drop of the serum is 
placed in a small watch-glass. Two drops of blood from a 
healthy group O subject are added and quickly mixed. A 

loopful of the mix- 
. ture is placed in 
the centre of a 14 
te by ¢ in, (3.2 by 2.2 
cm.) cover-glass 
* and inverted over a 
substrate slide and 
further processed 
as described in the 
finger-prick tech- 
nique above. 

Examination of 
Preparations.—The 
preparations, after 
staining, will show 
a blue area due to 
a the lymphocytes in 

There is a rela- 
tively clear or pink- 
1.—Low-power ish area where the 
polymorpho- 
= nuclears have 
migrated and red 
blood cells have 
been deposited 
from the drop of 
blood. This latter 
area is where L.E. 
cells, if present, 
will be found. The 
whole of the 
stained area is 
lightly smeared 
with immersion oil 
and examined with 
low - power and 
then high-power or 
o i | - immersion 
objectives. The appearances 
are as in Figs. 1, 2, and 3 
respectively. 


Comparison of Various 
Substrates 


Substrates were prepared 
from normal blood as* de- 
scribed by Snapper and 
Nathan (1955a, 1955b) and 
also from chronic lymphatic 
leukaemia, chronic myeloid 
leukaemia, and various acute 
leukaemia bloods prepared 
as described in this paper. 
The substrates were tested with finger-prick blood 
from patients who were suffering from S.L.E. and who 
showed L.E. cells in venous blood preparations made by the 
Marten and Blackburn (1953) method, henceforth referred 
to as the venous blood method. The results were as follows : 


Normal Blood Leucocytes Substrate-——Variable results 
were obtained even with substrate preparations less than 
10 days old. In several cases no L.E. cells could be found 
with the finger-prick blood method although moderate 
numbers were being found by the venous blood method. 

Chronic Myeloid and Acute Leukaemia Substrate.—False- 
negative results were obtained as with normal blood leuco- 


Fic. 
positive stained preparation. 


™ 


Fic. 2.--High-power appearance. (‘« 500.) 


Fic. 3.—Appearance with oil- 
immersion objective. (x 950.) 


cytes substrate. There was also difficulty in assessing which 
was the reaction area and which the substrate area. 

Chronic Lymphatic Leukaemia Substrate—L.E. cells 
were found with the finger-prick blood method in ever 
case where they had been found by the venous blood 
method. In some cases a more conclusive picture was 
obtained with this substrate and finger-prick blood than by 
the venous blood method. Substrates up to three months 
old still gave reliable results. 


Results of the Finger-prick L.E. Test 


Normal Subjects.—Of 50 normal subjects, 75% showed an 
occasional “tart” cell. In two normal subjects an 
occasional cell morphologically indistinguishable from the 
L.E. cell was found. The cells were not always found on 
repeating the tests with a substrate slide made either from 
the same or from different lymphatic leukaemia blood. This 
was quite different from the cases of S.L.E., where L.E. cells 
in moderate or large numbers were consistently found on 
repeated examinations. In the Table we have denoted this 
as “ positive.” 

Results of L.E. Cell Tests in 10 Patients who were Clinically 

Cases of Systemic Lupus Erythematosus 


| 
| | 


L.E. Cell Test 
Fi -prick 
Blood 


Age 


Venous | 
Blood 
| 

| 


Positive 


” 


41 | 
il 
21 
| 24 
41 


” 


| ” 


” | 


* Only tart cells found. f Patient refused venepuncture. 


Systemic Lupus Erythematosus.—A total of 10 “ positive ” 
cases have been seen in the past year. Eight of these 
showed numerous L.E. cells by the finger-prick and venous 
blood methods. The other two showed moderate numbers 
of L.E. cells only by the finger-prick method (see Table). 
One of these latter patients had refused a venepuncture. 
Following treatment with cortisone the patients have all 
improved clinically and the number of L.E. cells in finger- 
prick and venous blood preparations has diminished. 

Patients Suffering from Other Diseases.—Scanty L.E. cells 
have been found in only one or two cases of rheumatoid 
arthritis, but were not found consistently on repeat examina- 
tions. 


Discussion 


Harvey ef al. (1954) have noted that in systemic lupus 
erythematosus L.E. cells are not found constantly, and 
repeated testing is necessary. L.E. cells were originally 
found in bone-marrow preparations (Hargraves ef al., 1948), 
but venous blood preparations were later shown to give 
reliable results (Hargraves, 1949 ; Sundberg and Lick, 1949). 

Eppes and Ludovic (1951) found only one L.E. cell in 
peripheral blood smears taken from numerous patients, and 
Chomet et al. (1953) found L.E. cells in the peripheral blood 
smears of a patient three days before death. They put for- 
ward the theory that the L.E. factor was then at its peak 
concentration, but were uncertain that the L.E. cell was an 
in vivo phenomenon, since a peripheral blood smear could 
be regarded as a post-vital artefact. Rohn and Bond (1952) 
actually observed L.E. cell formation in a cover-glass pre- 
paration of a drop of blood stained with supravital stains. 
This method, while of great interest from the point of view 
of L.E. cell formation, would appear to be unsuitable for 
routine use. From their observations they concluded that 
the polymorphonuclears and not lymphocytes underwent 
autolysis, and the product was then ingested by active poly- 
morphonuclears to produce L.E. cells. This is an opposite 
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view to the one put forward by Moyer and Fisher (1950), 
who gave experimental! evidence that the lymphocyte was the 
autolysed cell involved and that the best results were 
obtained with lymphocytes whose cell walls were first 
damaged. Moyer and Fisher concluded that three factors 
were necessary for L.E. cell formation: (1) L.E. plasma or 
serum factor ; (2) nucleoprotein from damaged lymphocytes 
(substrate) ; and (3) active neutrophils. 

Zimmer and Hargraves (1952) compared various methods 
for producing L.E. cells and decided that methods in which 
clotted blood was used gave the best results. The method 
of Marten and Blackburn (1953) is such a method ; we have 
used it for the past two years and found it satisfactory. 

Thus it became feasible that the peripheral or finger-prick 
clotted-blood methods might be developed if factors 2 and 3 
previously mentioned could be obtained in an adequate 
concentration. Snapper and Nathan (1955a, 1955b) have 
devised an ingenious method for doing this. The nucleo- 
protein factor, or substrate, is obtained by incubating a drop 
of blood for an hour at 37° C. in a moist-chamber. An out- 
pouring of neutrophils occurs, and these cells remain on 
the slide after the blood clot is removed. The air-dried 
neutrophils act as substrate. A drop of the patient’s blood 
is now incubated in the same area as the substrate. If the 
patient is suffering from S.L.E., then the L.E. factor in the 
serum causes an autolysis of the dead neutrophils and the 
product is phagocytosed by the fresh neutrophils which 
migrate from the patient’s blood clot. Snapper and Nathan 
mention that cells other-than neutrophils can be used as 
substrate—for example, leukaemic blood cells or tissue cells 
from Hodgkin’s disease or carcinoma. 

We have confirmed these authors’ observations but find 
their method for producing substrate slides rather difficult. 
The preparations were stable for only 10 days, and we have 
not been able to find L.E. cells by their method when 
undoubtedly positive results were found by the venous 
blood method. However, with the use of lymphocytes from 
chronic lymphatic leukaemia, which are regularly available 
in a large teaching hospital, much more reliable substrate 
slides, which were stable for several months, were obtained. 
The results compared well with the venous blood method. 
The fact that lymphocytes give such good results would 
seem to confirm the conclusions of Moyer and Fisher (1950) 
concerning the mechanism of L.E. cell formation. 

The high proportion of false-negative results obtained 
when leucocytes from normal blood are used as substrate 
may be due to the small proportion of lymphocytes that are 
to be found in the substrate area. Polymorphonuclears will 
always be found there, and one is not certain whether they 
were derived from the patient’s drop of blood. When 
lymphocytes from blood of patients with chronic lymphatic 
leukaemia are used as substrate there is little doubt about 
the source of the polymorphonuclears seen. There appears 
to be an optimum concentration of lymphocytes required 
for the test, and to achieve this we recommend placing the 
patient’s drop of blood on to the periphery of the lymphocyte 
substrate area. The test should always be done in duplicate 
or triplicate. 

Substrates prepared from the buffy coats of normal blood 
and leukaemias other than chronic lymphatic leukaemia 
have often given poor results. Kurnick et al. (1953) have 
discussed the probability. of an L.E. cell phenomenon 
inhibitor, and it is possible we are dealing with such an 
inhibitor when failures occur. It is worth noting that 
the polymorphonuclear is the cell which can produce this 
inhibition. 

Recently a method has been reported for producing L.E. 
cells from finger blood in which the digit is first constricted 
for 20 minutes and tight enough to produce cyanosis 
(Sickley et al., 1955). This procedure appeared to be rather 
upsetting to the patient and not reliable, as a high proportion 
of false negatives were obtained by these workers. Since in 
S.L.E. Raynaud’s phenomenon can occur, the procedure 
might lead to gangrene. 


Fifteen millilitres of blood from one patient with chronic 
lymphatic leukaemia provides many hundreds of substrate 
slides, which can be stored for future use by a group of 
hospitals. The slides are stable at room temperature for 
three months and in some cases even six months after pre- 
paration. It is possible that the temperature of storage is a 
deciding factor on the stability, and this is being investigated 
further. With a reliable and stable substrate slide the L.E. 
cell test is now very simple to perform, and the finger-prick 
method should soon find its place in many laboratories. 

In 10 S.L.E. patients tested repeatedly by us, moderate num- 
bers or numerous L.E. cells were always found by the finger- 
prick blood method, using various substrates from lymphatic 
leukaemia blood. This occurred prior to and during treat- 
ment. Following the initiation of treatment with cortisone, 
symptoms were soon relieved, but in most cases a much 
longer time elapsed before the L.E. cells in the test 
diminished. 

The finding of an occasional cell resembling the L.E. cell 
in some normal subjects and in few cases of rheumatoid 
arthritis requires explanation. Fortunately the finding differs 
from that in S.L.E., where L.E. cells are found in large 
numbers by the finger-prick blood method. The dried 
lymphatic leukaemia serum which remains on the lympho- 
cytes of the substrate *may have L.E.-cell-forming pro- 
perties in minimal amount. Another hypothesis is that 
minimal amounts of L.E. cell factor are occasionally found 
in human plasma. 


Summary 


A method for producing L.E. cells from finger-prick 
blood is described in which the substrate recommended 
is obtained from lymphocytes of cases of chronic lym- 
phatic leukaemia. 

The method compares favourably with a reliable 
venous blood method, and has the added advantage of 
simplicity and ease of microscopical examination. 


The substrate slides prepared from lymphocytes 
appear to be stable for at least three months. 

In patients suffering from systemic lupus erythe- 
matosus numerous L.E. cells are found consistently by 
the finger-prick method prior to and during treatment. 

In some normal subjects, and in a few cases of 
rheumatoid arthritis, an occasional cell resembling the 
L.E. cell may be found, but the finding is not consistent. 


We wish to thank the patients who willingly donated blood 
both for substrate preparation and the tests; the physicians of the 
Manchester Royal Infirmary for their co-operation; Dr. J. F. 
Wilkinson and Dr. M. C. G. Israels, of the department of 
haematology, for their advice; Miss Margaret Kenwright, of the 
department of clinical pathology, for technical assistance; and 
Mr. Brian Figg, of the department of obstetrics and gynaecology, 
who took the microphotographs. 
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Recent work has shown that most of the staphylococci 
isolated from the lesions of impetigo contagiosa are of a 
type uncommon in other situations, and are defined by 
their susceptibility to the typing’ phage 71 (Spittlehouse, 
1955 ; Parker et al., 1955 ; Barrow, 1955). 

In this paper we describe a small epidemic of pem- 
phigus neonatorum caused by staphylococci of the same 
phage-pattern. The outbreak took place during the 
course of a general investigation of staphylococcal cross- 
infection in the nursery wards of a maternity hospital. 
During the outbreak, and for four months before it, 
cultures for staphylococci were made from all cases of 
neonatal skin sepsis and from various other sources 
described below. As a result it was possible to trace the 
staphylococcus subsequently responsible for the pem- 
phigus from its introduction by a nasal carrier and 
during its dissemination in the hospital. 

All the staphylococci referred to in this paper were 
coagulase-positive. 

Bacteriological Methods.—Swabs were moistened with 
saline before use. Settle-plates were exposed for two 
hours. Cultures from blankets and garments were made 
by the sweep-plate technique (Williams, quoted by 
Blowers and Wallace, 1955). Coagulase-positive staphylo- 
cocci were isolated and investigated as described else- 
where (Alder et al., 1955), except that the phages 71 and 
80 were added to the set of typing phages (Williams and 
Rippon, 1952), making 21 in all. 


General Investigation of Staphylococcal Cross-infection 


There was one nursery on each of the three floors of the 
hospital, that on the first floor being occupied by premature 
infants. The investigation was carried out on the second 
and third floors, which on the average contained 25 and 18 
cots respectively. 

The study began on September 18, 1955-—that is, 18 weeks 
before the first case of pemphigus. This study is still being 
carried on, but only the results obtained in the period up to 
February 3, 1956, are given in detail, because the outbreak 
came to an end then. During the 20 weeks, 385 babies were 
accommodated in the two nurseries. The noses of 227 of 
the babies were swabbed repeatedly until they yielded Staph. 
aureus. By the fourth day 67.1% were positive. Swabs 


taken from normal skin on the back of the neck, the, 


umbilical region, and the groin often yielded Staph. aureus ; 
75%, of those from the umbilical region were positive on 
the second day of life. 

Nasal and hand swabs were taken once a week from the 
nurses on day duty in the nurseries, except for those who 
happened to be off duty at the time of swabbing. Also, 


staphylococci isolated from the noses and hands of nurses 
before joining the hospital were kindly sent to us from 
the Department of Preventive Medicine, University of 
Bristol. Nasal swabs were taken from 85 mothers on 
admission to the hospital. Two settle-plates were exposed 
three times a week in each nursery. From November 15 
cultures were taken from the babies’ garments and bed- 
clothes. The practice of the hospital was to send all articles 
to the laundry as soon as they were used. Babies’ garments 
and bedclothes from both floors were washed together (the 
woollens at a lower temperature than the non-woollen 
goods), but were kept separate from other laundry. Cultures 
were made from 144 cot blankets, 62 woollen vests and 
jackets, and several cotton articles. All of these had been 
freshly laundered except for a few of the blankets. Many 
of the woollens yielded heavy growths of bacteria, which 
often included staphylococci. |The non-woollen articles, 
which had been more strongly heated, yielded very scanty 
growths and no staphylococci. 

From all these sources 874 coagulase-positive staphylo- 
cocci were isolated, 551 of them being penicillin-resistant. 
In addition, 13 pustular lesions of babies’ skins and 17 
cases of neonatal conjunctivitis yielded coagulase-positive 
staphylococci. The staphylococcal cross-infection on the 
two floors was about equal in amount, as judged by bacterio- 
Jogical and clinical observations. The clinical infections 
were mild, and were very few in comparison with the num- 
bers of staphylococci which were isolated. Except for the 
cases of pemphigus described below, they consisted entirely 
of conjunctivitis and of skin pustules, which were usually 
small and trivial. 

We hope to report in a later paper our observations on 
the staphylococcal cross-infection as a whole. 


Cases of Pemphigus 


There were nine cases, none of which was seriously 
affected (Table I). The first was a baby on floor 3 who 
developed the disease on January 23, 1956. There were 


Tas_e I.—Cases of Pemphigus Neonatorum 


Site | Phage-types of 
of Bullae | Stap! i 
Scalp, finger, | Staph. aureus type 71 
eyelid, chin 
Fingers, cheek, 


i 


chin 
Umbilicus, leg ,, type 
54/75/77* 
3 fingers Staph. aureus type 71 
Thigh Not cultured 
Fingers and | Staph. aureus type 71 

forearm 
Umbilicus 


"6/7/54/70 
Not cul 


* See text for possible explanation of failure to isolate Staph. aureus type 71 
from these cases. 


1 

2 

3 
ia 
6 

7 

8 

9 


seven more cases on floor 3, and one on floor 2. The latter 
(Case 6) had been delivered by caesarean section in the 
operating theatre on floor 3, and his first garments had been 
provided by the nursery on that floor. 

Swabs from the bullae of seven of the cases were cultured, 
and all gave profuse growths of Staph. aureus. Four of 
them, including the first two cases, yielded penicillin-resist- 
ant staphylococci lysed by phage 71 but by no other dilute 
phage. They were lysed by other group II phages at 1,000 
x R.T.D., and thus were the same as the “normal 71” 
strains of Parker et al. (1955). From three others, type 71 
staphylococci were not isolated. These negative results may 
have been due to failure to examine the cultures thoroughly 
enough. By mistake, the plates were discarded after one 
colony from each plate had been picked for typing. All 
three cultures from which we failed to isolate type 71 
staphylococci were from already ruptured bullae near the 
umbilicus. Staphylococci of various phage patterns were 
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often present in large numbers on normal skin in this area, 
and cultures of ruptured bullae would no doubt often con- 
tain more than one strain, 

Staphylococci of type 71 had not been identified previously 
in the hospital. However, a number of the cultures which 
had been isolated from various sources since late November, 
1955, had not then been typed. Completion of this work 
revealed that one nurse, Nurse C, who joined the staff on 
November 30, 1955, was a persistent heavy nasal carrier 
of type 71 penicillin-resistant staphylococci, and that similar 
staphylococci had been isolated subsequently from a variety 
of sources, chiefly on floor 3 (Table I). All these strains 


TaBLe II.—Sources and Dates of Isolation of Penicillin-resistant 
Staph. aureus, Phage-type 


Dae | Floor | Site 
30/11/55 3 Nurse C’s nose 
14/12/55 2 | Settle-plate 

6/1/56 3 | Nurse C’s nose 

/1/56 3 

13/1/56 3 | nose 

17/1/56 3 | Used blanket 

7/1/56 3 Freshly laundered vest 
17/1/56 3 | A baby’s normal skin, near umbilicus 

18/1/56 3 | Settle-plate 

19/1/56 3 A baby’s normal skin (groin) 

‘1/ 3 | Two freshly laundered woollen garments 
20/1/56 3 | Settle-plate 
20/1/56 | 2 | A nurse’s hand 
23/1/56 | 2 A baby’s normal skin (neck) 
23/1) 56 | 3 eet lesions of scalp, finger and chin 
ase 1 

23/1/56 | 3 Two settle-plates 
24/1/56 3 Pemphigus lesions of finger and chin (Case 2) 
24/1/56 3 Freshly laundered woollen garment 
26/1/56 3 Pemphigus lesions on finger (Case 4) 
27/1/56 | 2 | Pemphigus lesions, fingers and forearm (Case 6) 
27/1/56 2 Used blanket 


were resistant to penicillin but sensitive to streptomycin, 
chloramphenicol, and oxytetracycline. They inhibited the 
growth of corynebacteria (Parker et al., 1955) and were egg- 
yolk negative (Gillespie and Alder, 1952). 

Subsequent inquiry revealed that Nurse C had had 
impetigo three years previously. She had worked only in the 
nursery of floor 3 since her arrival, and had been in close 
contact with the first case. This baby had been separated 
from his mother for some days on account of her past his- 
tory of tuberculosis, and Nurse C had been given special 
duties with him. Nurse C left the hospital, for personal 
reasons, on January 30, 1956, seven days after the outbreak 
of pemphigus began. 

The steps taken to stop the outbreak consisted in isolation 
and barrier nursing of the cases and treating them with intra- 
muscular streptomycin and local antiseptics, isolating the 
contacts, and autoclaving all garments and bedding of the 
cases and contacts and of their mothers. Most of the 
blankets and garments on floor 3 and many on floor 2 were 
thus sterilized. Admissions to floor 3 were stopped until 
all cases and contacts had been discharged. As an emer- 
gency measure, nose swabs were taken from all members 
of the nursing, domestic, physiotherapy, and resident 
medical staff, and from all mothers and babies in the hos- 
pital. Hand swabs were taken from some nurses, and 
umbilical swabs from some babies. Of the 165 swabs thus 
taken, 62 yielded Staph. aureus, but the epidemic strain 
was not isolated. 

There were no more cases of pemphigus until March 15, 
1956, when a baby on floor 3 developed a small bulla on 
the scalp which yielded a penicillin-sensitive type 71 
staphylococcus. This may have been a variant of the 
‘epidemic strain. There have been no cases during the sub- 
sequent five months, but the epidemic strain has been 
isolated occasionally from other sources—a nurse’s nose, a 
nurse’s hand, a baby’s nose, a baby’s eye, a settle plate, and 
two blankets. 

Since the beginning of April, all babies’ garments and 
blankets have been disinfected by means of cetyl trimethyl- 
amine bromide (“cirrasol OD”) (Blowers and Wallace, 
* 1955). 


Discussion 


In several outbreaks of pemphigus neonatorum typing by 
sera or phages has shown the causative organisms to be 
particular epidemic strains of Staph. aureus (Elliott et ai., 
1941; Hobbs, 1944; Allison and Hobbs, 1947; Williams 
et al., 1947; Parker and Kennedy, 1949; Rowntree et al., 
1956). Our findings again illustrate the specific nature of 
the infection and show that it is sometimes caused by type 
71 staphylococci, which in older people causes staphylo- 
coccal impetigo. The nurse who brought the organism into 
the hospital may have been carrying it in her nose since 
her own attack of impetigo three years before. A persistent 
nasal carrier may harbour the same strain for several years 
(Gould and McKillop, 1954). 

The dissemination of the type 71 strain on floor 3, after 
Nurse C’s arrival, illustrates the importance of nasal carriers 
in contributing staphylococci to the environment. Neverthe- 
less, it is likely that the first case of pemphigus resulted 
from direct infection by Nurse C, possibly via her hands. 
The rapidity with which the subsequent cases followed 
showed that most of them were caused by cross-infectioit 
from the first case ; the organisms were probably transferred 
by contact by members of the staff. 

The transfer of organisms to floor 2, where they were 
found on a few occasions, may have taken place through 
the laundry. Case 6 may have been infected in this way. 

Our experience before the outbreak of pemphigus illus- 
trates the well-known fact that clinical staphylococcal in- 
fections are often few and mild even when there is a great 
deal of “ bacteriological” cross-infection in a hospital 
(Rountree and Barbour, 1950; Barber e7 al., 1953; Clarke 
et al., 1954). But the introduction of more virulent strains, 
or the presence of patients with lowered resistance or with 
wounds which expose susceptible tissues, may at any time 
result in serious infections. Therefore it is important to 
reduce staphylococcal cross-infection so far as is possible, 
irrespective of its clinical results at any particular time. 

When an outbreak of infection is caused by a particular 
epidemic strain, special precautions should be taken to limit 
its spread. Bedclothes should be disinfected after use if 
this is not already being done. The oiling of blankets, 
which merely suppresses dust, is not enough (Clarke ef al., 
1954). A hand cream containing a disinfectant such as 
chlorhexidine (“hibitane ”) (Murray and Calman, 1955) may 
be used by nurses. Affected patients should if possible be 
isolated and nursed by a separate staff. Nasal carriers 
of the epidemic strain should be detected and treated if 
possible. We have recently had encouraging results in a pre- 
liminary trial of “ graneodin” ointment in the treatment of 
nasal carriers. This ointment contains gramicidin and neo- 
mycin. Its application to the nostrils four times a day for 
a week or two has usually cured the carrier state. E. S. 
Duthie (personal communication) has also had encouraging 
results in a more extensive trial of this method. Rountree 
et al. (1956) have reported success in controlling neonatal 
staphylococcal infection by treating the noses of the staff 
with an ointment containing bacitracin and neomycin. 


Summary 

An outbreak of pemphigus neonatorum in a maternity 
hospital followed the introduction by a nasal carrier of 
Staph. aureus phage type 71. 

For four months before the outbreak started an 
investigation of staphylococcal cross-infection had been 
conducted in the hospital, and this investigation was con- 
tinued during the outbreak. It was therefore possible 
to detect the epidemic strain during the period which 
elapsed between its introduction into the hospital and the 
outbreak of pemphigus. 

We thank the consulte at clinical staff of the Bristol Maternity 


Hospital for permission to carry out this investigation, and the 
matron and nursing staff for their co-operation. 
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Medical Memoranda 


Fatal Thrombocytopenic Purpura Due to Quinidine 


Moodie (1950) reported the first case of thrombocytopenic 
purpura due to quinidine in this country and reviewed five 
others. Since then 22 further cases have been described, 
all of which recovered completely. We wish to report a 
fatal case. 

CASE REPORT 


A foundry manager aged 40 had no serious illnesses unti! 
the onset of angina pectoris in September, 1955. He was 
away from work for four weeks following myocardial 
infarction in April, 1956, and was admitted to hospital on 
July 17 with a fresh antero-septal infarct. He was treated 
with heparin for 24 hours after admission and phenindione 
(“ dindevan ") for six weeks, until September 1, when he 
left hospital. The prothrombin index was maintained around 
40, without bleeding episodes or purpura. 

On his fifth day in hospital he developed paroxysmal 
ventricular tachycardia, for which he was given procaine 
amide (“ pronestyl”). Because of recurrent paroxysms a 
total of 68 g. of procaine amide was given over the next 
20 days. His leucocyte count fell from 9,700 to 3,700 per 
c.mm., as frequently occurs with this drug, and later returned 
to the normal level. When the paroxysms started he was 
given a test dose of quinidine followed by 5 gr. (0.32 g.) six- 
hourly for six days, and 10 gr. (0.65 g.) six-hourly for 37 
days until he left hospital. 

He was sent home on a maintenance dose of quinidine, 
5 gr. (0.32 g.) three times a day. After 16 days—when_ he 
had taken a total of 1,840 er. (119 g.}—he noticed spots on 
his legs, and haematuria developed two days later. We saw 
him on the twentieth day, stopped the drug, and readmitted 
him to hospital (September 21). He then had severe purpura 
on the face and limbs, some spots on the trunk, and macro- 
scopic haematuria. There were no retinal haemorrhages 
and the spleen was not palpable. The blood pressure was 
130/80. 

Blood examination showed: haemoglobin, 95% (14 g./ 
100 ml.); W.B.C., 7,500 per c.mm., with a normal differ- 
ential count ; platelets 56,000 per c.mm. 

At 3.20 a.m. the next day he woke with dysarthria and 
weakness of the right arm and the right side of the face. 
At 5 a.m. he lost consciousness, had a severe epistaxis at 
6 a.m., and died one and a half hours later. 


Necropsy.—Small submucous haemorrhages were found’ 


in many viscera and in the muscles and connective tissue 
throughout the body, and large haemorrhages occurred in 
both renal pelves and in the left cerebral hemisphere. The 
spleen was enlarged (370 g.) and very soft. There was 
severe coronary atheroma with old and recent myocardial 


infarction. The bone marrow appeared normal on micro- 
scopy, and megakaryocytes were numerous, but details of 
their morphology could not be studied in the material avail- 
able. 

COMMENT 


The subject of quinidine purpura has been reviewed by 
Bolton and Dameshek (1956). 

Sex and Age.—Of the 29 recorded cases only 5, including 
this one, were in men. This is parallel with the incidence of 
idiopathic thrombocytopenic purpura, which is said to be 
“almost wholly confined to women when the first symptoms 
appear in adults” (Castle, 1955). There have been no 
reported cases of quinidine purpura in children; most 
patients have been over 55 years and a few were over 70 
(Collins, 1950; Lipson, 1952; Aakesson, 1952). Since 
quinidine is more often employed in young patients it seems 
that elderly women are most liable to the hazard. 

Sensitizing Dose-——Purpura tay occur at any stage in 
quinidine therapy, and in this case it appeared after eight 
weeks’ treatment and a total dosage of 1,840 gr. (119 g.). 
Some patients have become sensitive after only a few days 
and a total dose of less than 50 gr. (3.2 g.) (Larimer, 1949 ; 
Moodie, 1950). Others have taken several hundred grains 
over one or two months before developing purpura for the 
first time. Bigelow and Desforges (1952) had a patient who 
had taken quinidine daily fer two years before purpura 
appeared. In patients who have previously had quinidine 
purpura a test dose of 3-6 gr. (0.2-0.4 g.) has rapidly pro- 
duced severe thrombocytopenia in almost all recorded cases. 
One exception developed fever and a rash. A _ patient 
(Norcross, 1950) who had three purpuric episodes in seven 
years nearly died in coma with convulsions after 9 gr. 
(0.6 g.); and a later test dose of 3 mg. reduced the platelets 
to 33,500 per c.mm. Moodie (1950) describes an unsuccessful 
attempt at desensitization. It thus appears that quinidine 
is absolutely contraindicated in patients who have had 
quinidine purpura. 

Pathogenesis.—Platelet antibodies, defective maturation 
of the megakaryocytes, and capillary damage have all been 
implicated in the production of quinidine purpura. The 
extreme thrombocytopenia occurring within a few hours of 
a test dose of quinidine (Nussbaun and Shulman, 1952: 
Larson, 1953) implies destruction or removal of circulating 
platelets, apart from any acticn on the bone marrow, the 
usual platelet life being two to seven days. As in purpura 
due to “sedormid” (Ackroyd, 1949), the patient probably 
forms antibodies to a drug-platelet complex. The serum of 
these patients agglutinates normal platelets in the presence 
of quinidine (Bigelow and Desforges, 1952), and agglutina- 
tion is followed by lysis if complement is also present 
(Ackroyd, 1949 ; Bolton and Dameshek, 1956). In essential 
thrombocytopenia the marrow usually contains a normal 
proportion of megakaryocytes, though there may be a pre- 
ponderance of abnormal or immature forms, of which the 
appearances suggest depressed platelet formation. This 
latter picture is described by Hirsch and Dameshek (1950) 
and Phelps (1951) in cases of quinidine purpura. Marrow 
obtained at necropsy in the present case contained a normal 
proportion of megakaryocytes, but their porphological 
details could not be discerned. Bleeding is not simply related 
to the severity of thrombocytopenia, and capillary dysfunc- 
tion is equally important. Ackroyd (1949) demonstrated that 
in susceptible patients patch tests with sedormid produce 
local haemorrhage and capillary fragility without thrombo- 
cytopenia. However, a patch test with quinidine was 
negative in Larson’s (1953) case, and Bolton and Dameshek 
(1956) were unable to detect capillary antibodies in their 
cases. 

Prognosis.—In 28 published cases purpura subsided within 
a few days of stopping the quinidine, and the platelets 
were normal in one or two weeks. The platelets may continue 
to fail for two days (Phelps, 1951). The fatal outcome in 
this case cannot be attributed solely to his taking quinidine 
for four days after the appearance of petechiae, since many 
other patients did this without serious consequences. One * 
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other fatal case of purpura was mentioned at a discussion 
on quinidine therapy (Gold, 1954), but details are not avail- 
able. Although spontaneous recovery is the rule, it is by no 
means certain or predictable. In view of the action of 
cortisone and corticotrophin in suppressing antigen-antibody 
reactions, there are good grounds for the early use of these 
drugs in all cases of drug purpura. 


CONCLUSIONS 


A test dose of quinidine, however small, is contraindicated 
in patients who have had purpura due to quinidine. Drug 
purpura should be treated with cortisone or corticotrophin, 
since the condition is potentially fatal and antigen-antibody 
reactions appear to be involved. 


We are grateful to Dr. R. L. Mackay for permission to report 
this case and to Dr. A. G. Marshall for the necropsy findings. 


STANFORD Bourne, M.B., B.S., 
House-physician. 


Denis J. O’SULLIVAN, M.B., M.R.C.P., 
Senior Registrar. 
Roya! Hospital, Wolverhampton. 
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Rheumatoid Arthritis of the Larynx 


A male clerk aged 61 had developed rheumatoid arthritis 30 
years previously and had received various treatments during 
this period, leaving him with marked deformity of hands, 
wrists, and elbows, and rheumatoid nodules over the latter. 
For some years he had had a productive cough, and chest x- 
ray changes were known to be compatible with some bilateral 
basal bronchiectasis. For three months he had noticed 
increasing dyspnoea on exertion and huskiness of his voice ; 
severe dyspnoea ard wheezing had supervened for two days 
before I was asked to see him at his home as a case of “ ? 
asthma.” He had marked inspiratory and moderate expi- 
ratory stridor; laryngeal obstruction was diagnosed and 
he was admitted to hospital at once. 

Laryngoscopy and bronchoscopy were performed under 
local analgesia by Mr. Mearns Milne. The vocal cords 
showed some whitish nodules on both vocal processes and a 
very narrow glottic aperture. The bronchial tree contained 
a large quantity of infected sputum but was otherwise 
normal. Tracheostomy was performed with great relief to 
the patient’s condition. Biopsy of one of the vocal nodules 
showed a vascular fibrous core covered by somewhat hyper- 
plastic squamous epithelium ; no significant inflammatory 
reaction was present. Indirect laryngoscopy was later per- 
formed by Mr. Douglas Fairman, who reported that the 
vocal cords showed slight abduction on inspiration so as to 
produce a very small glottic chink, and they adducted on 
phonation. He confirmed the presence of nodules on the 
vocal processes of the arytenoids and the upper surface of 
the left vocal cord, and he suggested that the laryngeal con- 
dition was produced by an ankylosing arthritis of the crico- 
arytenoid joints. 

The patient was thereafter treated by physiotherapy for his 
bronchial infection, together with catheter suction through 
his tracheostomy tube, which was later changed to a per- 
manent type. Constant difficulty in expectoration persisted, 


however, and four months after admission he developed an 
acute respiratory infection with extensive consolidation in 
both lower lobes. This failed to respond to treatment, 
including antibiotics, and he died. 

Necropsy by Dr. R. J. Sandry confirmed the cause of 
death as bilateral basal bronchopneumonia ; some bronchi- 
olectasis was present in both lower lobes, but no “ rheu- 
matoid ” changes were found in the lungs. The laryngeal 
appearances previously seen were confirmed, and histological 
section showed, as suspected, changes in the crico-arytenoid 
jeints characteristic of rheumatoid arthritis (see illustration). 


COMMENT 


This same condition seemed very probable in a patient 
who recently died at home, with no necropsy. When seen at 
the age of 83 she gave a 35-year history of rheumatoid 
arthritis, with which she was completely crippled. Some 
degree of laryngeal stridor and dyspnoea at rest had been 


Longitudinal section of larynx (x4). V.C.=vocal cord. C.A.= 
crico-arytenoid joint showing villous synovial proliferation. 


noted progressively for over three years, and her voice had 
become more husky and deep in tone, rather similar to that 
in myxoedema, of which in her case there was no evidence. 
Her general condition and neck posture made even indirect 
laryngoscopy impossible, so that the laryngeal diagnosis 
remained unproved. 

While crico-arytenoid arthritis has been recorded by 
laryngologists (Ellis, 1951; de Vido and Ancetti, 1952) it is a 
rare and scarcely recognized condition in general medical 
practice. Hart and Mackenzie (1955) encountered laryn- 
geal stridor requiring tracheostomy in a man with chronic 
rheumatoid arthritis. They considered that abductor palsy 
was the cause but could not account for this except possibly 
on a basis of previous deep x-ray therapy for thyrotoxicosis. 
Histologically they reported diffuse fibrosis in the region of 
the vocal cords, but did not specifically refer to the crico- 
arytenoid joints. It seems likely that, in their case also, 
arthritis of these joints was present as an explanation of the 
findings. 

If laryngeal stridor occurs in a case of rheumatoid 
arthritis, it is suggested that the most likely cause is involve- 
ment of the crico-arytenoid joints by the disease process. 


J. E. G. Pearson, D.M., F.R.C.P., 
Frenchay Hospital, Bristol. 
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CELL FUNCTION 


New Pathways in Cellular Patholo, By Gordon Roy 
Cameron, M.B., D.Sc.(Melb.), FRCP. F.RS (Pp. 90+ 
vii; illustrated. 16s.) London: Edward Arnold (Publishers) 
Ltd. 1956. 

This slim volume of 88 pages and eight short chapters is 

an expansion into a monograph of two lectures given by 

the author, one in Leeds in 1954, the other in Dublin in the 
following year. The book serves as an excellent and 
remarkably stimulating introduction to the author’s authori- 
tative treatise on the pathology of the cell. He is the 
leader of a group of scientific optimists who found them- 
selves “ dissatisfied and often discouraged by the morpho- 
logical outlook on cellular pathology” and “turned to 
recent biochemical and biophysical techniques ” which they 
hoped “ might illuminate ” some of their difficulties. They 
have been “encouraged to go on with increasing hope.” 
The following are some of the modern techniques they 
have used: (1) The study of cell respiration in organ and 
tissue homogenates and in organ slices; (2) differential 
centrifugation of the disrupted cell at speeds reaching several 
hundred thousand times gravity; (3) investigation of the 
enzymatic potencies of each cell constituent—for example, 
the mitochondria, in which more than 20 enzyme systems 
have already been identified ; (4) electron photomicrography 
of excessively thin slices of cells at a magnification exceeding 

90,000 diameters ; (5) autoradiography. 

These new techniques ruthlessly reduce conventional 
morphology to the molecular level and produce valid evi- 
dence about cell function. For example, each of the millions 
of leaf-like laminae which can be seen crossing the long 
axis of the suitably magnified mitochondria have the same 
size as a molecule of succinoxidase, an enzyme which occurs 
exclusively in these organelles. 

The author warns us that the application of these new 
disciplines to pathology is fraught with disappointments 
“which will daunt the courage of the most intrepid voyager,” 
but “it would be wrong to despair even though discovery 
often means one step forward and two steps backward.” 
In spite of this he is able to describe with uncanny accuracy 
and precision the intracellular biochemical lesions which 
many injuries produce, to account for functional cellular 
failure, and to locate this at the cell membrane or in a 
particular cell organelle. The effect on cell function of 
poisons such as thioacetamide, carbon tetrachloride, fluor- 
acetic acid, o-dinitrocresol, Clostridium welchii toxin, and 
lewisite are pin-pointed at the molecular level, and infinitely 
more satisfying reasons than simple morphological change 
are adduced for the manifestation of copper deficiency in 
cattle, vitamin-B; deficiency, cloudy swelling, hydropic: de- 
generation, fatty degeneration, calcification, and proteinuria. 

Professor Cameron’s book is a challenge to the com- 
placent attitude of the conventional pathologist. He appeals 
for recruits to this new scientific discipline in these words: 
“My one purpose is to talk to you about the way we are 
working and thinking in the hope that you, too, may share 
the excitement of exploring new pathways in cellular patho- 
logy,” and “if I can entice the reader to set his imagina- 
tion to work in designing this new world, then I shall have 


succeeded in my task. GErorrreY HADFIELD. 


BACTERIOLOGY AND IMMUNITY 


An Outline of Bacteriology and we tg? By Ronald Hare, 
M.D. (Pp. 418+ix; illustrated. 35s.) London, New York, . 
Toronto: Longmans, Green and Co. 1956. 
It is refreshing to find a textbook of bacteriology written 
on really original lines. Professor Hare has reduced the 
descriptive part of his book to a minimum—all the cocci 
and bacilli are herded together in only four chapters occupy- 
ing 73 pages—in order to concentrate on the general aspects 


of his subject. Six chapters are given to immunity, and they 
include fuller and clearer explanations of many phenomena 
than are to be found in most other books ; there are numer- 
ous graphs of antibody responses and illustrations of various 
antigen-antibody reactions. Another favoured subject is 
what may be called hygiene, with a very full discussion of 
how micro-organisms are disseminated by cases or carriers, 
including original observations by the author. This section 
includes an exceptionally full list of animal sources of infec- 
tion, and an interesting original compilation of data in 
graphic form showing variations in the duration of infec- 
tivity after attacks of six diseases. The usual chapters on 
morphology and cultivation treat viruses equally with 
bacteria in the text and much more generously in illus- 
tration. There are also chapters on bacterial metabolism, 
on disinfection (is it not rather sweeping to condemn alcohol 
s “too weak to be of practical value” ?), and on chemo- 
therapy. The nomenclature is ultra-modern, including the 
adoption of Bordetella; we are not told how to pronounce 
this name; nor in denying the entitlement of the organism 
of whooping-cough to be called Haemophilus is it men- 
tioned that the medium best suited to its growth contains 
much more blood than any other in regular use. There 
are many very beautiful illustrations, and (as seems to 
happen even in the best books) a few unrecognizable ones, 
such as those on pages 317 and 347. The footnote refer- 
ences to important papers are a useful feature. 

The book will be deservedly popular among students who 
are learning the subject as they need to know it for the 
intelligent practice of medicine. For those so fortunate as 
to do rather more bench work, or for anyone using it as a 
practical guide in diagnostic proceedings, the scanty refer- 
ences to technique and rather meagre descriptions of indi- 
vidual species may be a drawback. If the descriptive 
section were expanded and included some of the material 
from Chapter XI on methods of immunization, it could 
also give a clearer picture of the kinds of disease for which 
each organism is responsible, and reflect a little of the drama 
of early work on such subjects as anthrax, rabies, and 


plague. L. P. GaRRopD. 


CEREBRAL ORGANIZATION 

The Organization of the Cerebral Cortex. By D. A. Sholl. 

(Pp. 125+xvi; illustrated. 18s.) London: Methuen and Co. 

Ltd. 1956. 

All whose studies are concerned with the organization of the 
cerebral cortex should make a point of reading this book, 
for it contains compelling evidence that they should think in 
terms of a model based on the concept of probability and 
discuss their observations in statistical terms. Readers not 
conversant with the technical language of neurology, or those 
without any scientific training, may find the early chapters 
a little heavy going, but they should not allow this to deter 
them from finishing the book, for the meaning is never 
obscured by the technical terms employed. The use of such 
terms in a book of this scope and length is necessary if only 
to persuade specialists that they cannot afford to ignore its 
message. 

The author has attempted to present a unified view of 
some of the recent work on the organization of the cerebral 
cortex which has been carried out by anatomists, clinicians, 
physiologists, and psychologists in order to correlate the 
results of these various disciplines. His own work has led 


him to adopt a statistical approach to the problems, and the — 


book is written from this point of view. The account which 
he gives is necessarily incomplete, and he admits that future 
research may show that some of the interpretations which 
he has made are unjustified. Even if this proves to be the 
case, it is unlikely to affect the conclusions at which he 
arrives. 

Dr. Sholl is to be congratulated on having written this 
book. He has approached a most difficult subject with com- 
mendable caution and modesty. The account which he gives 
is judicious and entirely free from special pleading. It offers 
no easy solution; on the contrary, he shows that none is 
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likely to be iiianiiatets His own work, coupled with his 
interpretation of that of others in different disciplines, leads 
to the inescapable conclusion that only mathematical methods 
are likely to provide any comprehensive explanation of the 
organization of the cerebral cortex. Dr. Sholl does not claim 
that the problems presented can be solved by the develop- 
ment of hypotheses which cannot be tested experimentally. 
What he does claim is that in future all experiments on 
animals and their brains should be designed and analysed in 
the framework of statistical mathematics, for he believes that 
any theory which attempts to account for the properties of 
the dynamic spatio-temporal system which forms the basis 
of our behaviour must employ statistical hypotheses. 
G. WEDDELL. 


IMMUNOLOGY 


Fundamentals of Immunology. By William C. Boyd. Third 

edition. (Pp. 776+xiv; illustrat $10.) London and New 

York: Interscience Publishers Inc. 1956. 
This is a well-produced and readable work. As the title 
implies, it deals with the fundamentals of immunology and 
gives an excellent account and appraisal of the facts and 
theories relating to immunology, antibodies, antigens, blood 
groups, antigen-antibody reactions, and hypersensitivity as 
weil as autoimmunization. There is also a most helpful 
chapter on the practical use of immunity and hypersensi- 
tivity, but the final chapter on laboratory and clinical 
technique leaves much to be desired and deserves much more 
than the space (118 pages) allotted to it. At the end of each 
chapter a well-selected list of references is given which 
should be useful to those readers who wish to consult 
original papers. The main difficulty of the reviewer is to 
decide for whom the book is written. It is certainly not 
suitable for the majority of undergraduate medical students 
in this country. For example, few have the time to con- 
template the mathematical arguments concerning antigen 
antibody reactions (pp. 336-45), and most of them would be 
intimidated by the equation at the top of page 344. This 
volume could be used as a book of reference, but would 
probably have a greater appeal to those students taking a 
science degree in bacteriology or those qualified practitioners 
who are in the early stages of a clinical bacteriological 
career, I. N. Orpwoop PRICce. 


METABOLIC REGULATION 

La Régulation des Processus Métaboliques dans l’Organisme. 

y Théophile Cahn. (Pp. 681. No price.) Paris: Presses 

Universitaires de France. 1956 
This is a colossal work, probably representing the labour 
of many years, in some 700 large pages, all of which I do 
not pretend to have read. The author is a director of 
research in Paris and has set out to co-ordinate our know- 
ledge of the total regulation of the metabolic processes of 
the body, and fulfils this task as well as possible in such a 
widespread field. He divides his book into three sections. 
The first deals in detail with the metabolism of carbo- 
hydrate, proteins, and fats ; the second with the transforma- 
tion of metabolites and their combustion ; the third with 
total metabolic co-ordination. Detailed biochemistry is 
avoided throughout and most emphasis laid on the endo- 
crine system and the fundamental animal experiments from 
which knowledge grew. The relation of these to human 
disease is briefly but adequately mentioned, and in all sec- 
tions historical aspects are interestingly included. The 
bibliography is enormous, including some 1,700 references, 
and the spelling of non-French names is unusually accurate. 
Le only error noted is that Banting and Best discovered 

ulin in 1921, not 1923, and it seems strange that Banting’s 
name does not appear in the references. 

This book is a fine intellectual study on which the author 
is to be congratulated. But inevitably there is this tragedy 
with such books in that they are always out of date, at 
least for specialists, before they are published. The latest 
references are 1952, since when new knowledge and ideas 


make the work already behind the times. 
R. D. LAWRENCE. 


TEXTBOOK OF MEDICINE 


Internal Medicine: A and to 
Disease. By Robert P. McCombs, FAC.P. 
(Pp. 706+xxi; illustrated. 75s.) ene The Year Book 
Publishers Inc. London: Interscience Publishers Ltd. 1956. 
This short textbook by the professor of medicine at Tufts 
University, Boston, is divided into 12 chapters dealing 
respectively with the heart, hypertension and vascular dis- 
orders, the kidney, body fluids and electrolytes, endocrin- - 
ology, infectious diseases, the lung, allergy, gastro-enter- 
clogy, the blood, rheumatic disorders, and metabolic dis- 
orders. Thus neurology, psychiatry, electrocardiology, and 
dermatology have been deliberately omitted. Each chapter 
gives an excellent summary of the relevant applied 
physiology, followed by brief but accurate and well-balanced 
accounts of the commoner diseases. At the end of each 
section there is a short list of useful references (all save one 
or two, it need hardly be added, to American work). Salt 
and water metabolism and endrocrinology are particularly 
well done; by contrast, the gastro-enterology section is 
perhaps a little disappointing. The approach is essentially 
practical throughout, so that discussion of controversial or 
purely theoretical matters has been avoided and laboratory 
diagnostic procedures have not been over-stressed at the 
expense of clinical methods. 

The emphasis being, commendably, on the common and 
important things, there is an absence of detail which, to- 
gether with a rather sketchy index, limits the value of the 
book as a work of reference. It is clearly intended to be 
read as an introduction to medicine, or for revision, and 
for these purposes it is admirable. It can be strongly 
recommended to anyone seeking a concise account of the 
fundamentals of internal medicine to-day. 

J. C. Houston. 


ESSENTIALS OF SURGERY 


A Short Practice of Bailey, F.R.C.S., 
F.A.CS., F.LCS., R. J. McNeill M.S., 
F.R.C.S., F.A.C. ICS. chapters by ar Charnley, 
F.R.CS., William P. Cleland, M F.R.CS., and 
Geoffrey Knight, F.R.C.S., and thological illustrations by 
L. C. D. Hermitte, M.B. Ch.B. =e edition. (Pp. 1, ert 
illustrated. 84s.) ‘London: . Lewis end 


The facts that this well-known textbook has reached a tenth 
edition and that 80,000 copies have been sold within the last 
25 years are sufficient testimony that it presents an adequate 
account of the essentials of modern surgery. Surgery is now 
so vast a subject that even a “short practice” needs over 
1,000 pages to contain it ; and reading through several séc- 
tions of this book convinces one that the authors have 
needed considerable skill to condense necessary knowledge 
into small compass. 

The surgery of three specialties has in this edition been 
described by specialists, Mr. William Cleland, Mr. John 
Charnley, and Mr. Geoffrey Knight deal respectively with 
thoracic surgery, orthopaedic surgery, and neurosurgery, 
and in each instance the rewritten section is excellent. The 
style of writing is clear and there are even traces of humour 
and mild satire. On page 764 we are told of the only known 
pathological evidence of the existence of a weaker sex, while 
on page 930 the advice is given to administer the latest 
fashionable drug for vasospasm. The description of intra- 
and extra-capsular fractures of the neck of the femur on 
page 958 shows how radiological is displacing clinical diag- 
nosis. The parts written by Mr. Hamilton Bailey and Mr. 
McNeill Love maintain their high standard of excellence. 

No review of this book would be complete without a 
tribute to the publishers and printers for the excellent pro- 
duction. Paper and typography are good, and both plain 
and coloured illustrations are well placed and excellently 
reproduced. This edition certainly gives as succinct and up- 
to-date an account of modern surgery as is possible in these 


days of rapid progress. 
ZACHARY COPE. 
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FOURTH SYMPOSIUM ON ANTIBIOTICS 


A symposium on antibiotics in Washington seems 
now to be a regular annual event, and the report’ of 
the fourth of these meetings, held in October last, is 
again larger than its forerunners. It consists of 1,134 
pages and contains 154 papers and apparently ver- 
batim reports of three panel discussions. The grain 
in these contributions is mixed with a high proportion 
of chaff, and not only are no major discoveries 
reported but the number of papers containing really 
significant and hitherto unreported material is small. 
Nevertheless this unwieldy volume has much value 
in reflecting trends of thought, particularly in the 
United States. The problem which evidently most 
exercised the minds of participants was that of anti- 
biotic-resistant infections and measures for their 
prevention. So far as this concerns cross-infection in 
hospitals, it is refreshing to read a spirited contribu- 
tion to a panel discussion by Pulaski, demanding as 
rigid an application of aseptic principles in wards as 
in operating theatres and specifying features of a 
safer wound-dressing technique. It is mentioned 
here that 70% of the antibiotics used in surgical 
services are given prophylactically, and that proof of 
the efficacy of many such procedures is lacking. 
Unfortunately there appears to have been little dis- 
cussion of the more questionable of these uses: the 
only specific example in the programme was entitled 
“* Antibiotics in Intestinal Antisepsis.” In this con- 
nexion speakers seem to have been agreed that anti- 
biotic preparation before colonic surgery is valuable, 
and that the sulphonamides are outmoded for this 
purpose. Although methods in great variety were 
advocated, neomycin was the favourite stand-by, 
usually given, after mechanical cleansing of the 
bowel, for only one day before operation and usually 
combined with another antibiotic such as erythro- 
mycin or bacitracin, which has an action particularly 
on the Gram-positive flora. ; 

Many of the communications were concerned, 
explicitly or implicitly, with another aspect of the 
\ Antibiotics Annual 1956-57, edited by H. Welch and F. Marti-Ibanez, 1957, 
annibiot. 1937, &, 17. 


problem of bacterial resistance—that is, the advis- 
ability of using pairs of antibiotics in the hope of 
delaying the emergence of resistance. Studies of 
several new combinations of this kind were 
reported, notably the mixture of tetracycline and 
oleandomycin known as “sigmamycin,” and the 
chairman, Dr. Henry Welch, went so far in his intro- 
ductory remarks as to divide the history of antibiotic 
therapy into three eras—“narrow spectrum,” 
“broad spectrum,” and “combinations.” This 
elevation of a selling point to the status of a major 
advance in therapeutics has provoked a vigorous 
rejoinder from Maxwell Finland and eighteen other 
internationally known physicians* in the U.S.A., who 
conclude by saying that they conceive it the duty of 
clinical investigators and authors “to protect the 
medical profession and the public against the abuse 
of preliminary scientific information and against the 
improper and premature exploitation of conclusions 
based on inadequate data.” A full-scale debate on 
this important question of principle would have been 
interesting, and never took place, but it is quite 
evident that leading medical authorities in the United 
States dislike fixed commercial combinations, and 
would prefer to prescribe mixtures in the propor- 
tions they deem desirable for such individual 
patients as they think require them. It was 
repeatedly emphasized that combinations do not 
have the advantage claimed unless the organism is 
sensitive to both components. The only study 
reported of which the object was to determine 
whether combinations delay the clinical acquisition 
of resistance was made by M. H. Lepper and his 
colleagues at the Municipal Contagious Disease 
Hospital, Chicago: novobiccin and spiramycin were 
the drugs used, and the conclusion was that com- 
bined treatment delayed the appearance of resistant 
strains by about two months only. 

Another panel discussion and many other papers 
were concerned with the use of antibiotics as food 
preservatives. Statistics of food production and 
wastage in the United States show how huge the pos- 
sible savings might be if food could be effectively and 
safely preserved by this means. It seems that only 
the tetracyclines are suitable for the preservation of 
flesh foods. So far only the treatment of poultry is 
permitted, and assays of chicken meat so treated 
show that the residue of antibiotic is destroyed by 
cooking. This does not appear to be true of fish 
when baked or fried, and should the preservation of 
fish be permitted it will have to be asked whether the 
human consumption of food containing small but 
detectable amounts of tetracycline antibiotics has any 
serious disadvantages. Does exposure to such low 
concentrations evoke bacterial resistance to higher 
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ones? It is surprising that apparently none of the 
numerous workers who have devoted so much energy 
to this subject should have tried to settle this funda- 
mental question. Vegetables and fruit are also in 
this picture, and there is even the tentative suggestion 
that an antibiotic might be added to milk, but this 
only in areas affected by kwashiorkor and innocent 
of refrigerators. One speaker declared that it “ will 
be necessary to engineer and integrate the use of the 
antibiotic compounds into production lines” and 
envisaged the successive treatment of foods by anti- 
biotics, vacuum packing with an antioxidant, micro- 
wave heating to inactivate enzymes, radiation to pro- 
duce surface sterilization—possibly with the addition 
of chemicals to reduce consequent flavour changes— 
and finally low-temperature storage. It seems super- 
fluous to add: “Such a procedure would produce 
foods and food products certainly different from those 
that we are accustomed to to-day... .” 

Other papers read at the symposium dealt with 
new antibiotics, new forms of old antibiotics and 
some less familiar uses for them, and methods of 
sensitivity-testing with their results. Comparatively 
new antibiotics about which there is further but 
largely repetitive information are vancomycin, 
oleandomycin, and novobiocin. One paper reports 
favourably on the treatment of urinary-tract infec- 
tions with novobiocin, although the concentrations 
attained in the urine were in some cases lower than 
those in the blood: so little of this antibiotic is 
excreted by the kidney that its choice for this purpose 
seems strange. A series of six papers on synnematin 
B, now known to be a form of penicillin, deals 
exclusively with laboratory studies: it is not clear 
whether further clinical application of this antibiotic 
is contemplated. Workers in the American antibiotic 
industry are continuing to unearth far more new anti- 
biotics than all the rest of the world put together, 
and two among the actually new antibiotics described 
at the symposium appear more interesting than the 
rest: amphotericin has some action in the systemic 
mycoses, and ristocetin has a wide range of anti- 
bacterial action, embracing among other species the 
tubercle bacillus. The origins of ristocetin are agree- 
ably colourful: the species forming it is named 
Nocardia lurida, and the soil sample from which this 
was isolated came from the Garden of the Gods, 
Colorado. Although ristccetin can be given only 


yintravenously, it has been used by M. J. Romansky 


and his colleagues for the treatment of 16 patients, 
including cases of pneumonia and one of bacterial 
endocarditis, with satisfactory results. Among mis- 
cellaneous items of information, it is interesting to 
read that the delicious perfume ofthe balsam poplar 
has a powerful action on tubercle bacilli. 


AUTHORITY AND TREATMENT 


Juvenile courts were legally established in Great 
Britain just under fifty years ago. It is generally 
agreed that in most respects they have worked well, 
but the development of child psychiatry on the one 
hand and, on the other, the growth of special social 
services for children under the Children Act (after the 
Curtis Report) have led to many suggestions for 
reform. The departmental committee recently set up 
by the Home Secretary, with Viscount Ingleby as 
chairman, will doubtless be considering such new 
ideas. Its terms of reference fall into two parts, the 
one concerned with the legal side—powers, procedure, 
available methods of disposal and so forth in the 
juvenile courts—the other with preventive action by 
the child-care authorities for children neglected in 
their own homes. The report'* by the joint com- 
mittee of the British Medical Association and the 
Magistrates’ Association made valuable recommenda- 
tions in this second topic. It is of interest also to note 
that the Ingleby Committee is asked to look at the 
working of the law in relation to “ the prevention of 
cruelty to, and exposure to moral and physical danger 
of, juveniles.” 

In all the evidence that the new committee will 
receive, as Dr. Eileen Younghusband points out in a 
special number of the British Journal of Delinquency,* 
there will unfortunately be none by the children 
themselves. In their anxiety to see that what they 
do is in the interests of the welfare of the child before 
them, many magistrates are facing the dilemma that 
the children and adolescents fail to appreciate (or 
even listen to) their words of helpful advice, while 
at the same time this sort of approach may weaken 
the value of the awe and prestige which the majesty 
of the law is held to confer. The comments of some 
intelligent teenagers would be helpful but do not seem 
to have been recorded. The confusion is especially 
apparent for children brought to the court as in need 
of care or protection or even as “ beyond control.” 
The need for the family and child-welfare services 
advocated by Dr. Younghusband is then paramount, 
yet the whole setting of the court system is not far 
removed from that used in the trial of adult criminals. 
It is perhaps a preoccupation with this aspect of the 
work of the juvenile courts that has led certain 
reformers to question the attribution of guilt, leading 
to such an antithesis as “ sickness or sin,” which was 
the title of a provocative article* last year by Professor 
Barbara Wootton, herself an experienced juvenile- 
1 Joint Committee of B.M.A. and Magistrates’ Association, Cruelty to and 

Neglect of Children, 1956, B.M.A. 


* Wootton, Barbara, Twentieth Century, May, 1956. 
5 Cavenagh, W. E., Brit. J. Delinqu., 1957, 7, 196. 
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court magistrate. The same theme is seen in the 
phrase “clinic or court?” And it must be admitted 
that with certain behaviour problems it is often a 
matter of chance whether or not a child is sent to a 
child-guidance centre or brought before the courts. 
Dr. Younghusband describes the difficulties by posing 
the two aspects: the law assumes that the law- 
breaker could have refrained from breaking it “ and 
is therefore guilty of an offence ; while medical treat- 
ment .. . is based upon an attempt to understand 
causation and to prescribe appropriate treatment.” 
Her comment is that this is “the new wine which 
is proving so heady in the juvenile courts.” One 
weakness is that, whereas in London the panel of 
magistrates for juvenile courts is specially chosen and 
is thus essentially composed of people with an interest 
in children, outside this area the method of appoint- 
ment to the Bench restricts it to those already on the 
Bench for adult courts. In consequence magistrates 
may be deplorably ignorant of modern work on the 
emotional development of children and their person- 
ality difficulties in a faulty family setting. 

Perhaps an even more dangerous feature of the new 
doctrine is that whereas something in the nature of 
child welfare committees, as in Sweden, may be 
admirable for sorting out a child’s problems, when it 
comes to removing the child from his parents there 
must be some legal sanction. Mrs. W. E. Cavenagh,” 
also a contributor to the British Journal of Delin- 
quency symposium, quotes the Lord Chief Justice as 
saying last year : “ No persons of any age are to be 
confined in institutions merely because doctors and 
officials think it would be good for them.” Even, 
then, if the welfare of the child after careful investi- 
gation on judicial lines points strongly to the need for 
institutional care, public (and legal) opinion would 
probably always insist that this can be achieved only 
by the processes of the law. The difficulty here is 
that a relatively minor offence may reveal a deplorable 
family situation crying out for at any rate temporary 
removal of the child offender to different surroundings 
to give him a chance in life, while a more serious 
lapse, when the child has reliable parents prepared 
to take responsibility for the future, may well be dealt 
with by a period of probation. Superficially, and 
certainly to the parents in the former instance, there 
is here something which looks grossly unjust. 

This is one of the problems which the Ingleby Com- 
mittee will have to consider, and indeed throughout 
its deliberations the twin functions of the present-day 


juvenile court—authority and treatment—will be ever” 


before them. As Dr. Younghusband remarks, it is 
the probation officers who now reconcile these two 
functions and seek by good case-work to “help the 
offender and his parents to come to terms with each 


other and with society.” Public opinion, with medical 
approval, has been moving away from physical 
punishment for the juvenile offender, whether by 
birch or restraint on freedom. There is just a danger 
that sentimentality may be creeping in heavily dis- 
guised as ill-digested psychological knowledge. To 
correct this there is room for more medical practi- 
tioners, interested and experienced in children’s 
troubles, to sit on the Bench in the juvenile courts 
to-day. 


SURGERY OF AORTIC STENOSIS 


Several hundred operations for aortic stenosis have 
now been performed, nearly all during the past five 
years. C. P. Bailey of Philadelphia in 1956 with 
several colleagues’ published a report on 287 opera- 
tions, and in the opening pages of this issue Sir 
Russell Brock describes his experiences, based on 108 
operations, and gives an encompassing review of what 
is known of this lesion. Surgery, the only treatment 
which can alter a stenotic aortic valve, should now at 
least be considered in all cases, certainly if there is 
evidence of deterioration. Sir Russell Brock makes 
a strong plea for operation before the left ventricle is 
damaged, and his arguments demand attention. He 
rightly stresses that obstruction to the outlet of the 
left ventricle, the most important muscular organ in 
the body, should be relieved as urgently as obstruction 
to the exit from any other hollow viscus, such as the 
bladder, the colon, or the biliary system. As in these 
fields of surgery, good results cannot be expected 
if obstruction has been long-standing and its effects 
profound and perhaps nearly fatal. 

Aortic stenosis is usually a sequel to rheumatic 
fever. Rarely it is a congenital lesion, when hypo- 
plasia of the base of the aorta, an associated sub- 
valvar stenosis, and post-stenotic dilatation of the 
ascending aorta are often present. Arteriosclerosis 
may sometimes cause aortic stenosis, usually with 
associated regurgitation. As in disease of the mitral 
valve, rheumatic aortic stenosis may also be accom- 
panied by regurgitation. The abnormality of the 
valve is due to the organization of vegetations and 
fibrin deposits on cusps; scar tissue thickens the 
lunules and obliterates the commissures, asymmetric- 
ally and centripetally ; and late contraction further 
narrows the lumen or, by preventing approximation 
of the cusps, allows reflux. I. K. R. McMillan’ has 
clearly shown the inefficient action of the diseased 


1 Bailey, C. P., Bolton, H. E., Nichols, H. T., Jamison, W. L., and Litwak, 
R. S., J. thorac. Surg., 1956, 31, 375. 

2 McMillan, I . K. R., Brit. Heart J., 1955, YF 1. 

3 Brock, R. c. Milstein, B. B., and Ross, D. N., Thorax, 1956, 11, 163. 

* Uricchio, J. F., Litwak, R., Denton, C., ‘Goidbere H., and Likoff, W., Ann. 
intern. Med., 9 , 844. 

5 Lewis, F. J., Sumway; N. E., Niazi, S. A., and Benjamin, R. B., J. thorac. 
Surg., 1956, 
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valve by post-mortem cinephotography. Calcification 
eventually occurs in nearly all cases, especially at the 
commissures near the ring ; it hampers the surgeon’s 
efforts and adds to the dangers by providing a source 
of emboli, but does not inevitably preclude a good 
result. Aortic stenosis is about five times less 
common than mitral stenosis, but both valves are 
often diseased. Some reduction of the valve lumen 
can be tolerated without ill effects, probably to one- 
quarter or less of the normal, but beyond this the left 
ventricle hypertrophies and eventually fails. If there 
is aortic regurgitation the ventricle also dilates. The 
systolic blood pressure is low and the pulse pressure 
small, and the flow in the coronary arteries is 
impaired. 

The clinical course of aortic stenosis typically 
begins with a latent period without serious symptoms 
or disability, which may last for many years; then 
symptoms appear and are fairly soon followed by 
heart failure and death. Relief by medical treatment 
is seldom long lasting. In contrast to mitral stenosis, 
in which the course is usually a gradual decline with 
periods of satisfactory but gradually lessening 
response to medical treatment, the patient’s decline 
in aortic stenosis is relatively abrupt and inexorable, 
seldom lasting more than two years from the first 
evidence of heart failure. It follows that surgical 
treatment should seldom be delayed if it is to be 
effective. The earliest symptoms are often tiredness 
and dyspnoea on exertion : palpitations, or simply 
awareness of the heart’s action, may be significant. 
Fainting or dizziness usually points to inadequate 
aortic flow, as does angina, which may be felt as a 
tightness of the throat or as chest pain. Such patients 
may die suddenly, presumably from ventricular fibril- 
lation following myocardial anoxia. Angina, especi- 
ally in older patients, may be due to independent 
disease of the coronary arteries, and its significance 
should be cautiously assessed. Nocturnal dyspnoea 
and orthopnoea are serious symptoms of left ventric- 
ular failure. A short harsh basal systolic murmur, 
best heard in the right second interspace, is the most 
constant physical sign. It sometimes radiates towards 
the apex, is usually transmitted to the carotid arteries, 
and, if intense, is palpable as a thrill. A long, blow- 
ing, early diastolic murmur, replacing the second 
sound, is a sign of aortic regurgitation. The classical 
plateau pulse and small pulse-pressure are not always 

resent, and blood-pressure readings may be within 
normal limits. The electrocardiogram may show left 
ventricular strain or preponderance. The pulse is 
usually regular ; atrial fibrillation suggests an asso- 
ciated mitral lesion. There may be evidence of left 
ventricular enlargement—the most important radio- 
logical sign. A boot-shaped heart suggests aortic 


incompetence. Calcifications is best seen by fluoro- 
scopy. An associated mitral stenosis, present in 
about one-third of patients coming to operation, 
means a less serious prognosis. The left ventricle is 
less likely to enlarge, though the left atrium and the 
right ventricle do so. Operative correction of stenosis 
of one valve may unmask a relatively silent lesion of 
the other, so if necessary both should be dealt with 
at the same time. Occasionally a third lesion, tri- 
cuspid stenosis, is also present. 

Pressure measurements can give useful information, 
particularly in cases complicated by other valve 
lesions, or with regurgitation or misleading symptoms. 
The most useful finding is a pressure gradient across 
the aortic valve: this can be shown by catheterization 
of the left side of the heart. The catheter can be™ 
introduced into the left atrium either by direct punc- 
ture through the chest wall or through the wall of 
a bronchus via a bronchoscope. But the procedure 
carries a definite risk, and it is not always possible to 
manipulate the catheter into the ventricle and aorta. 
Direct -puncture of the left ventricle through the 
anterior chest wall is feasible and not dangerous*; 
simultaneous puncture of the brachial artery gives an 
accurate approximation to the aortic pressure and so 
will show the gradient. The measurements may also 
be made at operation. Sir Russell Brock advises that 
in general a gradient of 50 mm. Hg or over is an 
indication for operation. 

The surgical approach to the aortic valve may be 
from below through the wall of the left ventricle, or 
from above through the aorta. Sir Russell Brock 
prefers the former route. The heart is approached by 
left lateral thoracotomy. Temporary occlusion of the 
innominate and carotid arteries reduces the risk of 
cerebral embolism. Through a tiny incision in the 
ventricle, controlled by a purse-string stitch, probes 
and an expanding dilator can be introduced and 
guided to the valve. The dilator is expanded in 
various directions. The effectiveness of the dilatation 
can be checked by pressure measurements. The ven- 
tricular wound is usually sutured without great diffi- 
culty, though care is necessary to avoid stitches cut- 
ting through, and serious haemorrhage is seldom a 
problem. The risk of ventricular fibrillation is a 
greater one, but it can often be treated successfully by 
carrying out the valvotomy if this has not been done, 
and by cardiac massage and electric shock. Bailey 
now prefers the approach from above, though in many 
hands this route is probably more dangerous. It has 
not been established that it carries any less risk of 
ventricular fibrillation. A right or mid-line anterior 
thoracotomy is used. An artificial pouch of peri- 
cardium or of plastic material is sutured to the side of 
the aorta: this allows the introduction of the surgeon’s 
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finger and of instruments, in the same way as the 
natural auricular appendage does to the mitral valve. 
Palpation of the valve carries a slight advantage, and 
sometimes digital pressure alone causes sufficient rup- 
ture, but this is seldom as effective as it is for the 
mitral valve. 

These techniques are both blind. More recently, 
through the aortic approach, open operations with 
direct inspection of the valve and accurate division of 
the three commissures have been performed, with the 
help of hypothermia® or a pump-oxygenator. These 
methods are very promising, but the techniques carry 
their own additional hazards. The grossly distorted, 
heavily calcified valve so often the end result of 
aortic stenosis cannot be restored to normal by any 
manceuvre ; but the incomplete enlargement that can 
be obtained by transventricular dilatation often 
greatly improves the prognosis. Perhaps eventually it 
may prove possible to incorporate an efficient artificial 
or grafted valve into the patient’s heart. Further 
experience will enable indications for operation to be 
more clearly defined, and as in congenital heart 
disease assessment by elaborate investigation may 
prove less often necessary. Operation now appears 
to be indicated in cases of predominant aortic stenosis 
when there is inadequate left ventricular outflow. 
Contraindications include heart failure not respond- 
ing to treatment, active rheumatism, and bacterial 
endocarditis. Good results are less likely in older 
patients and when there is extensive calcification or 
great cardiac enlargement. In favourable cases the 
present operative mortality appears to be about 5%. 


RESISTANCE TO CORTICOTROPHIN 


Though cortisone and corticotrophin seem to act in the 
same manner, both raising the level of hydrocortisone in 
the body fluids, many clinicians consider that cortico- 
trophin is the more potent therapeutic agent of the two. 
Possibly, therefore, the adrenal cortex produces some 
additional unknown steroid of therapeutic importance. 
This may be mainly why corticotrophin maintains its 
considerable popularity as a drug in spite of the in- 
conveniences of its administration ; but many physicians 
have encountered wide variations in the clinical effects 
it produces. There are several reasons for this. First, 
the therapeutic effects of corticotrophin are mediated 
entirely through the adrenal cortex, and the responsive- 
ness of this organ varies considerably even in healthy 
individuals. Secondly, its rate of absorption into the 
blood stream is known to modify its effect. Thirdly, 
there is a possibility that the corticotrophin may decom- 
pose in the muscle at the injection site. That this could 
occur was shown by A. E. Renold and colleagues,' who 
found that eight of 100 patients developed frank 
resistance to corticotrophin given intramuscularly, 
though all continued to give an entirely normal response 


to the same preparation given intravenously. Fourthly, 
corticotrophin is a protein obtainable only by extraction 
of mammalian pituitary glands, and because of the diffi- 
culties of manufacture and of assay the resultant product 
is apt to vary considerably in potency. All these 
variables make the task of obtaining a repeatable 
therapeutic effect a matter largely of trial and error. 

P. H. Forsham? noted the development of sensitivity 
to impure preparations, though he found none when 
using purer products. A careful study of the develop- 
ment of such resistance to injected corticotrophin has 
been recently made by H. F. West.* In a series of 51 
patients treated with corticotrophin for periods of up to 
three years, 42 (80%) acquired resistance to one or more 
preparations. This resistance was revealed by a failure 
to maintain a sufficiently high output of ketogenic 
steroids or of 17-hydroxycorticoids as well as by the 
failure to maintain clinical improvement. The develop- 
ment of resistance to one preparation was often 
associated with continued sensitivity to another, though 
resistance to the second preparation might develop if its 
administration was continued. Thirteen patients became 
insensitive to two preparations and seven to three 
different preparations of corticotrophin. Local allergic 
reactions developed in 17 patients of the series, consisting 
in an area of induration at the injection site 3—4 cm. 
across, but the development of this local sensitivity 
seemed to be independent of the development of 
resistance to corticotrophin. Patients showing local 
allergy might remain sensitive, and those who had 
developed resistance did not necessarily show local 
allergy. In the subjects who developed resistance to 
corticotrophin there was no suggestion of adrenal 
exhaustion, and the possibility of deterioration of the 
preparation during storage was effectively excluded. 
The resistance developed was usually a species resistance, 
for sensitivity to corticotrophin from another animal 
source usually persisted. In no case was there evidence 
of a non-specific resistance to all corticotrophins, and 
sensitivity to endogenous corticotrophin remained un- 
impaired. In most of the cases in this series no distinc- 
tion was made between local and general inactivation, 
but in the two cases tested resistance was not overcome 
by using the intravenous route. Two patients who had 
become resistant to both pork and beef corticotrophin 
showed a Satisfactory response to a highly purified 
sample of corticotrophin A,.‘ West considers that there 
is less risk of developing resistance from highly purified 
corticotrophins. 

There is clearly great need for an extended trial of a 
preparation of greater and more constant purity than 
many of the commercial products at present available. 
Corticotrophin is a drug of such potency and value that 
it deserves stricter pharmaceutical control than it has 
had in the past. On May | preparations of cortico- 
trophin were brought under the control of the Thera- 
peutic Substances Act, 1956. 


1 Renold, A. E., Jenkins, D., Forsham, P. H., and Thorn, G. W., J. clin. 
Endocr., 1952, 12, 763. : 

2 Forsham, P. H., Ciba Foundation Colloquia on Endocrinolegy, 1955, 8, 319+ 
London. 

* West, H. F., Ann. rheum. Dis., 1956, 15, 124. 

* Dixon, H. B. F., and Stack-Dunne, M. P., Biochem. J., 1955, 61, 483. 
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REPLACEMENT THERAPY FOR THE 
HAEMOPHILIAC 


The aim of treatment in the management of the haemo- 
philiac is to correct the haemostatic defect by supplying 
antihaemophilic globulin in an effective amount. The 
missing component is present in normal human plasma, 
and thus the therapeutic problem might seem to be a 
simple one. But in practice the supply of adequate 
amounts of antihaemophilic globulin to the haemophiliac 
is extremely difficult. The survival in vivo of antihaemo- 
philic globulin once administered is very short, probably 
about 6 to 12 hours. To raise the level of antihaemo- 
philic globulin in a haemophiliac to about a tenth of 
the level in the normal person requires the rapid admini- 
stration of approximately a litre of fresh plasma ; and 
to maintain even this limited objective would mean that 
a litre of plasma, or its content of antihaemophilic 
globulin, would have to be given every six to twelve hours. 
It is not even certain what concentration of antihaemo- 
philic globulin in the recipient's blood represents a haemo- 
Static level ; this probably varies with the task demanded 
of it. For example, for the control of haematuria in 
these patients 10%, of antihaemophilic globulin might 
be sufficient, though quite inadequate for the control of 
haemorrhage from a surgical wound. 

The. difficulty in providing antihaemophilic globulin 
for the haemophiliac patiet lies not only in the large 
amounts required to stop bleeding but also in the lability 
of this component of normal plasma when stored. In 
bank blood the survival of antihaemophilic globulin is 
very variable : it may lessen in quantity by as much as 
50% in a matter of twenty-four hours under the standard 
conditions of storage in a refrigerator at 4° C. If the 
plasma is separated from the red cells and maintained 
frozen at —20° C—the so-called fresh-frozen plasma 
—survival of antihaemophilic globulin is much im- 
proved. At present such fresh-frozen plasma supplied 
by many transfusion services is the best readily 
available preparation for the treatment of the haemo- 
philiac in an emergency. It has to be used in large quan- 
tities, such as a litre of plasma every 6 to 12 hours. Else- 
where in this issue (p. 1035) Mr. J. A. Orr and Dr. A. S. 
Douglas, reporting on the management of dental extrac- 
tions in patients with haemophilia and Christmas disease, 
describe their method of using fresh-frozen plasma. The 
large volumes which are necessary, though in general 
well tolerated, carry some risk of circulatory overload- 
ing. Concentrated preparations of antihaemophilic 
globulin would therefore prove a great advance in the 
management of these patients. R.G. Macfarlane and 
his colleagues! * in Oxford have prepared concentrated 
preparations of antihaemophilic globulin from bovine 
and pig blood. In animal blood the concentration of the 
factor is often very much higher than in human blood. 
R. A. Kekwick and P. Wolf* have recently reported the 
preparation of very concentrated antihaemophilic 
globulin from human blood. Though obviously the 
human preparations of antihaemophilic globulin have 


1 Macfarlane, R. G., Biggs, R., and Bidwell, E., Lancet, 1954, 1, 1316. 
2 Bidwell, E., Brit. J. Haematol. 1955, 35, 386. 

3 Kekwick, R. A., and Wolf, P., Lancet, i957, 1, 647. 

4 Nour-Eldin, F., and Wilkinson, J. F., Brit. J. Haematol., 1956, 2, 433. 


advantages over those obtained from animal sources, 
particularly in relation to antigenicity, it seems unlikely 
that enough of the material can be obtained from human 
plasma to treat the haemophilic population of the whole 
country. Another potentially rich source of antihaemo- 
philic globulin is tissue, and F. Nour-Eldin and J. F. 
Wilkinson* have prepared it from brain. It is to be 
hoped that in the foreseeable future the long-term 
management of haemophilic patients will be made 
simpler by the readier availability of suitable prepara- 
tions of antihaemophilic globulin. 


HARVEY TERCENTENARY CONGRESS 


Like many another stroke of genius, William Harvey's 
discovery of the circulation of the blood was not at 
first generally accepted. The new idea was difficult to 
relate to the anatomy and physiology then current, and 
its use in clinical medicine seemed slight, even negligible.' 
The beam of light shone so far out that it left on either 
side great areas of darkness, which only succeeding cen- 
turies were to see gradually illuminated. But to De 
Motu Cordis may be traced the beginnings of modern 
cardiology, until recently the province of physicians, 
though it is symptomatic of the times that half the papers 
reviewing “ the present knowledge of the circulation” at 
the Harveian Tercentenary Congress in June are by 
surgeons. The programme includes a discussion on 
cardiac surgery to be held jointly, by transatlantic tele- 
phone, with participants in the American Medical Asso- 
ciation’s annual meeting in New York. These will 
include Drs. A. Blalock, M. De Bakey, and G. Burch. 
The main theme of the congress, which is timed to 
commemorate Harvey’s death on June 3, 1657, is to 
review the store of knowledge which has accumulated 
since Harvey’s momentous observations and deductions. 
It is therefore appropriate that the opening session 
should be devoted to a historical review of studies of the 
circulation from the seventeenth to the twentieth cen- 
tury. Other symposia are concerned with pulmonary, 
coronary, cerebral, splanchnic, peripheral, and foetal 
circulations. One session, devoted to the results of car- 
diac surgery, will define the experience of Great Britain, 
France, Sweden, and the U.S.A. in the tremendous 
advances achieved in the last two decades. At the close 
of the scientific meetings in London the congress will 
be transferred to Harvey’s birthplace, Folkestone, where 
more personal and biographical aspects of his life will 
be discussed under the chairmanship of Sir Geoffrey 
Keynes. The organizing committee is composed of 
representatives of the Royal Society, Medical Research 
Council, Royal College of Physicians, British Cardiac 
Society, Physiological Society, Society of Thoracic 
Surgeons, Thoracic Society, and the Harveian Society of 
London, while the main meetings are to be held at the 
Royal College of Surgeons in London. The variety of 
interests thus brought together gives some indication of 
the influence that Harvey’s work has had on medicine. 
Full details of the congress may be obtained from the 
organizing secretary, Mrs. E. M. Fraser, 11, Chandos 
Street, London, W.1. 
Guthrie, D., British M-dical Journal, 1957, 1, 
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ALKYLATING AGENTS IN CANCER 
CLINICAL USEFULNESS AND MODE OF ACTION 
[From A Spectat CoRRESPONDENT] 


The Section of Biology of the New York Academy of 
Sciences sponsored an international conference on the com- 
parative clinical and biological effects of alkylating agents 
in New York recently. It ran from March 28 to March 30. 
The organizing committee, under the chairmanship of Dr. 
LEON H. Scumipt, included among its members Professor 
FP. BerGet and Professor ALEXANDER Happow from Britain. 
Some fifty papers were read, including twenty by invited 
delegates from Canada, Britain, Western Germany, Hungary, 
and Japan, and a paper had been received from the U.S.S.R. 


Mode of Action 


Dr. C. C. Price (University of Pennsylvania) and Dr. 
W. C. J. Ross (Chester Beatty Research Institute, the Royal 
Cancer Hospital, London) opened the proceedings with de- 
scriptions of the fundamental mechanisms of alkylation and 
the in vitro reactions of alkylating agents. An alkylating 
agent could be defined as one which under certain conditions 
possesses one (monofunctional) or more (polyfunctional) 
centres capable of reacting with electron-rich groups in bio- 
logical systems. At the Chester Beatty Research Institute it 
had been found that agents which readily alkylated ionized 
acid groups, particularly phosphate. were more powerful 
inhibitors of tumour growth than those especially reactive 
towards amino-groups and sulphydryl groups. Materials 
rich in nucleic acids were highly susceptible to alkylating 
agents. Dr. K. A. Stacey (Chester Beatty Research Insti- 
tute) had shown that nitrogen mustards, epoxides, and esters 
of methanesulphonic acid would esterify the primary phos- 
phate groups of desoxyribosenucleic acid in vitro, and of 
desoxyribosenucleic acid in the form of nucleoprotein ob- 
tained from herring sperm heads. Chlorambucil reacted 
only with the desoxyribosenucleic acid of intact nucleo- 
protein. By contrast Dr. J. J. Roperts (Chester Beatty 
Research Institute), who had studied ‘'C-labelled chloro- 
ethylmethanesulphonate (C.B. 1506) in vivo, said that a high 
proportion of the drug had alkylated thiol groups, and sug- 
gested that this might be an integral part of the growth- 
inhibiting mechanism of these agents. If so, nucleic acids 
would play little part in the reaction, since they are entirely 
devoid of thiol groups. 

Dr. CHartorre AUERBACH, F.R.S. (Institute of Animal 
Genetics, Edinburgh), on the other hand, thought it hazardous 
to try to relate the mutagenicity of alkylating agents to their 
chemical properties. She did not think they had any specific 
qualities distinguishing them from other mutagens. Sperm- 
atids were more sensitive to alkylating agents Than 
spermatogonia, but only the latter synthesized desoxyribose- 
nucleic acid. Nor could mutagenic ability be related to 
alkylation of thiol groups. 

Professor P, C. Kotter (Chester Beatty Research Insti- 
tute) described the various types of cytological damage 
observed after the administration of drugs, and thought the 
alkylating agents produced certain characteristic types of 
injury. 

Pharmacology and Toxicology 


Dr. C. C. Stock (Sloan-Kettering Institute for Cancer 
Research, New York) said that many alkylating agents had 
been shown to have tumour-inhibitory activity in both ex- 
perimental animals and man. Some investigators felt that 
most of what could be expected had already been achieved 
with this type of agent; others thought further exploration 
was still worth while. This would repeatedly raise the 
question of whether the new compounds were sufficiently 
superior to those already available to warrant clinical trial. 

Dr. S. S. SrerRNBeRG (Sloan-Kettering Institute for Cancer 
Research) described the pharmacological and toxic effects 
of the different classes of alkylating agent. When median 


lethal or supralethal doses were used the same basic effects 
were observed with all types of agent-—-namely, convulsions, 
paralysis, and a variety of cholinergic effects. Anorexia, 
vomiting, diarrhoea, and leucopenia occurred, and there was 
gross destruction of lymphoid tissue, bone marrow, and 
intestinal mucosa. In man, the similarities of the effects 
of alkylating agents to those produced by ionizing radia- 
tions were less than in animals, but intra-arterial nitrogen 
mustard had caused epilation and erythema similar to that 
resulting from irradiation. Dr. L. A. Evson (Chester Beatty 
Research Institute), using relatively small single doses of 
alkylating agents in rats, had found them to be only par- 
tially radiomimetic in their effects on the blood picture. All 
nitrogen-mustard analogues tested produced one pattern of 
response, whereas busulphan analogues brought about a 
different but equally characteristic pattern. Simultaneous 
administration of a nitrogen mustard and busulphan closely 
simulated the complete haematological effects of radiation. 

Dr. P. K. Smitu (George Washington University, Washing- 
ton, D.C.) described his studies on the distribution and meta- 
bolism of isotope-labelled sulphur mustard, nitrogen mus- 
tard, triethylenephosphoramide, tretamine (T.E.M.;_ tri- 
ethylene melamine), and busulphan in mice, rats, and man. 
These compounds disappeared rapidly from the blood, they 
did not localize selectively in tumours, and only in the case 
of busulphan was any unaltered substance detected in the 
urine. 


Nitrogen Mustard and Tretamine 


Dr. D. A. Karnorsky (Sloan-Kettering Institute for 
Cancer Research) summarized the clinical results obtained 
with nitrogen mustard, which had been in use now for 15 
years. It was the most widely used alkylating agent, and 
related drugs should be compared with it in terms of route 
of administration, immediate and delayed toxicity, spectrum 
of therapeutic action in neoplastic diseases, and activity in 
patients who had failed to respond to nitrogen mustard. Its 
chief application was in the later stages of Hodgkin’s disease. 
Improvement lasting from one week to one year or more 
(average six to eight weeks) could be expected in 80 to 
90°, of patients and repeated responses could sometimes be 
obtained. Occasionally it was necessary to push treatment 
until severe leucopenia occurred before the patient remitted, 
and in one case repeated treatment for seven months was 
necessary to achieve remission. Nitrogen mustard did not 
prolong life in most cases but conferred real clinical bene- 
fit. Its role in the treatment of other lymphomas and in 
other forms of malignancy was less easy to evaluate. In 
bronchial carcinoma absorption of pleural effusions, relief 
of superior vena caval obstruction, and other objective 
effects had occurred in some 40% of cases, but benefit rarely 
exceeded eight weeks. ; 

Dr. H. D. DtamMonp (Memorial Center for Cancer and 
Allied Diseases, New York), discussing the indications for 
using nitrogen mustard or tetramine (T.E.M.; triethylene 
melamine) in malignant lymphomas emphasized their value 
in relieving the symptoms of superior vena caval obstruc- 
tion and of compression paraplegia. Full doses of nitro- 
gen mustard should be followed immediately by «x-ray 
therapy. Nitrogen mustard should also be used in the 
acute, toxic, highly febrile syndrome and in cases with 
recurrent pulmonary lesions (where it was necessary to 
differentiate between radiation fibrosis and active disease). 
Nitrogen mustard was also of value in treating the “ homme 
rouge ” type of mycosis fungoides. 

Dr. A. S. WEISBERGER (Western Reserve University. 
Cleveland, Ohio) described the results of direct instillation 
of nitrogen mustard into serous cavities in 88 patients with 
malignant effusions. The results were as good as or better 
than those obtained with radioactive colloidal gold, and he 
preferred nitrogen mustard on the grounds of its avail- 
ability, ease of administration, inexpensiveness, and lack of 
radiation hazard. Dr. W. H. Core (University of Illinois 
College of Medicine, Chicago) described the intraperitoneal 
use of nitrogen mustard in man at the time of resection of 
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the colon and rectum for carcinoma.* The rationale for 
this procedure was the finding that the number of “ takes ” 
of the Walker rat carcinoma injected into the portal vein 
was reduced if nitrogen mustard was injected simultaneously. 
There was a slight increase in bleeding tendency during and 
after the operation and paralytic ileus was more common, 
but with proper precautions the method was considered safe. 

Dr. R. W. RuNDLEs (Duke University School of Medicine, 
Durham, N. Carolina) summarized his résults with tetramine 
(T.E.M.; triethylene melamine) in 54 cases of chronic 
lvmphocytic leukaemia. Tetramine was a most effective 
agent in controlling the disease, but the range of sensitivity 
to the drug was very great and he thought it would be 
replaced by chlorambucil. Tretamine had also proved use- 
ful in about half of the patients with widespread ovarian 
carcinomas and in a few with undifferentiated metastatic 
carcinoma. 


Chlorambucil 


Dr. L. G. Israets (University of Manitoba, Winnipeg) 
described the results obtained with chlorambucil (C.B. 1348) 
in the treatment of 107 patients with malignant lymphoma 
during the past four years. Excellent remissions were 
obtained in 3 of 35 patients with Hodgkin’s disease, 9 of 
12 with follicular lymphoma, 12 of 27 with chronic lympho- 
cytic leukaemia, and 7 of 20 with lymphocytic lymphoma. 
Some benefit (less than six months) was obtained in a fur- 
ther 21 cases of Hodgkin’s disease, 3 of follicular lymphoma, 
9 of chronic lymphocytic leukaemia, and 5 of lymphocytic 
lymphoma. Transient benefit occurred in 8 of 13 cases of 
reticulosarcoma. Chlorambucil was well tolerated and was 
less toxic to haemopoietic tissue than other cytotoxic agents 
in common use. It was probably the treatment of choice in 
follicular lymphoma, chronic lymphocytic leukaemia, and 
lymphocytic lymphoma, but nitrogen mustard was to be 
preferred in the treatment of Hodgkin’s disease. 

Dr. C. A. Doan (Ohio State University College of Medi- 
cine) had treated 100 patients with chlorambucil in the past 
two and a half years. Twenty-two of 47 patients with 
Hodgkin’s disease had obtained remissions lasting four 
months or more, one had a second remission, and one a 
third. Twelve of 18 patients with chronic lymphocytic 
leukaemia benefited, 5 having previously failed to respond 
to radioactive phosphorus or x-ray therapy. Six of eight 
patients with lymphosarcoma responded well. Dr. J. E. 
ULTMANN (Columbia University College of Physicians and 
Surgeons, New York) had found chlorambucil of particu- 
lar value in cases of chronic lymphocytic leukaemia with 
moderate thrombocytopenia but without clinical haemor- 
rhagic manifestations. In Hodgkin’s disease the results were 
less encouraging, only two of eight patients having re- 
sponded. Dr. B. E. Hatt (Stanford University School of 
Medicine, California) had treated 120 patients with chlor- 
ambucil. Significant benefit was conferred on 7 of 21 
patients with Hodgkin’s disease, 2 of 6 with lympho- 
sarcoma, 6 of 8 with chronic lymphocytic leukaemia, and 
on the only patient with follicular lymphoma. Occasional 
patients with undifferentiated carcinoma metastases re- 
sponded. Drs. Doan, Ultmann, and Hall had not found 
chlorambucil to be of value in myelematosis, and the 
bone marrow in this condition was easily depressed by the 
drug. Dr. K. B. OLson (Albany Medical College, New 
York), however, described one patient, in remission after 
eight months, who had experienced marked relief of pain 
and some improvement in bone-marrow findings. Dr. S. L. 
Gumport (New York University Bellevue Medical Center) 
described benefit in one case of ovarian carcinoma. 


Busulphan 
Dr. D. A. G. Gatton (Chester Beatty Research Institute) 
described the clinical effects of busulphan (“ myleran”). Its 
chief role was in the treatment of chronic granulocytic 
leukaemia. When the leucocyte count had risen quickly 
after a course of treatment continuous therapy had been 


*See also British Medical Journal, April 13, p. 899. 


of value and had been given for periods of 8 to 45 months 
in 25 cases. Dimethylmyleran at half the dosage of 
busulphan had been equally effective. 

Dr. F. H. Beruert (Simpson Memorial Institute for 
Medical Research, Ann Arbor, Michigan) had used 
busulphan or tretamine in 54 cases of chronic granulo- 
cytic leukaemia and preferred continuous therapy to inter- 
mittent courses of treatment. Both drugs were equally 
useful and were superior to intermittent courses of irradia- 
tion. There was cross-resistance to these drugs. 

Dr. W. DAMESHEK (New England Medical Center, Boston) 
said he had been particularly impressed with the regularity 
and reproducibility of response to busulphan in chronic 
granulocytic leukaemia. The best remissions were in 
patients whose leucocyte counts were brought to slightly 
leucopenic levels (between 5,000 and 6,000 per cubic mm.). 
He had also found the drug useful in four of eight patients 
with myeloid metaplasia who obtained symptomatic relief, 
reduction in splenomegaly, and a rise in haemoglobin. 

Dr. M. P. Sykes (Sloan-Kettering Institute for Cancer 
Research) had used busulphan in 21 cases of malignant 
lymphoma and had given short courses with large doses. 
Six patients responded in some degree, but in only two were 
the remissions lasting; one was a case of very chronic 
lymphocytic leukaemia, the other of lymphoma. A com- 
parative study, under similar conditions, with busulphan as 
well as other alkylating agents would be necessary to estab- 
lish any quantitative differences in their therapeutic activity 
and response at various levels of haematological depression. 
Dr. R. D. SULLIVAN (Veterans Administration Hospital, 
Manhattan) had treated 18 patients with bronchial carci- 
noma, using dosage schedules comparable in bone-marrow 
depressing activity to those employed with nitrogen mus- 
tard. Six showed objective evidence of tumour regression 
lasting 2 to 12 weeks, and the results were considered to 
parallel those obtained with nitrogen mustard. Dr. H. R. 
BIERMAN (City of Hope Medical Center, Duarte, California) 
had injected dimethylmyleran in warm alcohol intravenously 
in the human subject. Depression of the neutrophil count 
began three hours later. The bone marrow showed abnor- 
mal myeloid and erythroid precursors. Single intravenous 
doses of dimethylmyleran had led to improvement in one 
of three cases of acute leukaemia refractory to other forms 
of therapy. 

Thio-TEPA and R.48 


Dr. J. C. Wricut (New York University Bellevue Medical 
Center) reviewed 93 cases of carcinoma, sarcoma, and 
miscellaneous tumours in which triethylenethiophosphor- 
amide (thio-TEPA) had been given. Some 30% of patients 
had derived benefit; the only side-effect was bone-marrow 
depression. Dr. J. E. ULTMANN (Columbia University Col- 
lege of Physicians and Surgeons, New York) had treated 
100 patients with various malignant neoplasms. In malig- 
nant lymphomas remissions were usually short-lived, but in 
27 cases of disseminated ovarian carcinoma significant objec- 
tive improvement was observed and the mean survival was 
13 months compared with 3 months in untreated patients. 
Severe haemopoietic depression occurred in 43 instances with 
clinical manifestations in 17 patients. This limited the 
usefulness of thio-TEPA. Dr. K. B. OLSON (Albany Medical 
College, New York) had used thio-TEPA in 42 cases of 
advanced malignant disease. In general the results were 
inferior to those obtained with nitrogen mustard and the 
effects on the bone marrow were often serious. Dr. H. 
Suay (Fels Research Institute, Temple University Medical 
Center, Philadelphia) felt that the doses employed by the 
previous speakers were too large and that thio-TEPA had 
proved very effective in the management of chronic granulo- 
cytic leukaemia and in advanced mammary and ovarian 
carcinoma. Improvement and unquestionable- prolongation 
of life had been secured in occasional cases of advanced 
gastro-intestinal carcinoma. 

Dr. JEANNE BATEMAN (Garfield Memorial Hospital, Wash- 
ington, D.C.) had used thio-TEPA in 486 patients. Main- 
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tenance therapy from 2 weeks to 3 years (average 54 months) 
had been given. Oral, intravenous, intrapleural, intraperi- 
cardial, intraperitoneal routes, and direct injections into 
tumours had been employed. Palliation had been achieved 
in a high percentage of cases of advanced mammary, ovarian, 
uterine, and other tumours, and in some tumours of the 
central nervous system. Dr. L. K. ALpert (George Wash- 
ington University Cancer Clinic, Washington, D.C.) had 
obtained significant though limited improvement in meta- 
static mammary and ovarian carcinoma. Eleven of 16 
patients with bone involvement from mammary carcinoma 
experienced temporary relief of pain and 3 of 5 patients 
with serous effusions obtained prolonged relief. Five of 13 
patients with ovarian carcinoma had a prolonged objective 
regression of abdominal disease. Dr. L. A. Leone (Medical 
College of Virginia, Richmond) felt that systemic admini- 
stration of thio-TEPA was of extremely limited value, but 
intracavitary injections might be helpful in the management 
of malignant serous effusions. 

Dr. O. H. Warwick (Toronto General Hospital) had 
treated 88 patients with malignant lymphoma, leukaemia, 
and myeloma with 2-naphthylamine mustard (C.B. 1048 ; 
R. 48). The drug had proved useful in about half of the 36 
cases of lymphosarcoma and chronic lymphocytic leukaemia, 
but was of little value in other conditions. Dr. A. RoTTINO 
(St. Vincent’s Hospital, New York) had obtained remissions 
in 5 of 22 cases of Hodgkin's disease treated with R. 48, and 
partial remissions occurred in another 12. Five patients 
refractory to chlorambucil responded well to R. 48. 


Summing Up and Verdict 


The final session of the conference was devoted to sum- 
ming up. Dr. P. ALEXANDER (Chester Beatty Research Insti- 
tute) felt that most of the available evidence supported the 
view that the main biological consequences of exposure to 
alkylating agents resulted from damage to desoxyribose- 
nucleic acid (D.N.A.) through alkylation of its exposed phos- 
phate groups. The fact that D.N.A. was apparently so 
resistant to ionizing radiations could now be explained. Dr. 
Stacey had found that post-treatment with urea revealed 
considerable damage to single chains of D.N.A. As long as 
the twin helices of D.N.A. were bound together, multiple 
single breaks of either chain induced by radiation would 
remain hidden. Urea split the twin helix lengthwise by 
disrupting the hydrogen bonding, and the damaged single 
chains then fell into fragments. 

Professor F. BerGet (Chester Beatty Research Institute) 
surveyed the whole field of chemical synthesis of alkylating 
agents, and pointed out that there was still considerable 
scope for attempting to achieve selectivity of action by 
modifying the carrier group of the alkylating agent. This 
might offer the possibility of designing agents to be trans- 
ported selectively to different tissues or tumours. Professor 
A. Happow (Chester Beatty Research Institute) felt that 
no compelling evidence had been presented to suggest that 
alkylating agents had any special chemotherapeutic pro- 
perties that distinguished them from other classes of com- 
pounds. He doubted whether they would have any ultimate 
or permanent place in the chemotherapy of malignant 
disease. 

Dr. GELLHORN, summing up, said the several compounds 
discussed had all been claimed to produce some degree of 
benefit in a variety of malignant conditions but that it was 
not easy to say what factors made one drug more desirable 
than another. Such differences as had been demonstrated 
were probably not qualitative but were similar to those 
which would lead to the choice of one of a number of pre- 
parations of, say, digitalis. The alkylating agents had a defi- 
nite place in the treatment of Hodgkin's disease, lymphomas, 
and leukaemias; their efficacy in mammary carcinoma 
required further classification but might be important. In 
carcinoma of the bronchus the effects were always transient 
and there was no good reason to advocate their use as a 
routine. 


MEDICAL ART SOCIETY’S EXHIBITION 


The fifteenth annual exhibition of the Medical Art Society 
is now showing at Walker's Galleries, New Bond Street. 
London, where it will remain until May 11. We are 
indebted to Mr. MERVYN Levy, A.R.C.A., M.R.S.L., fo: 
the following notes on the outstanding exhibits. 


Critical Appreciation 


The two most notable exhibitors this year are J. S. Tom 
kinson and Audrey Hanson. The one for his compelling 
vitality, the other for her haunting loveliness. One excites 
and stirs, the other enchants and lulls. Yet both artists are 
concerned with springs of elemental energy ; Mr. Tomkinson 
with a young child—Miss Hanson with the sea. In both 
one feels the urgency of the idea, the triumphant moment 
of conception from which the paintings have burst in due 
time as naturally as at birth. There is rather more evidence 
of the birth pang in Mr. Tomkinson’s studies of “Claudia 
Asleep ” and “ Claudia,” but there may well be some purel\ 
physiological reason why women painters so often, it seems 
to me, manipulate the medium of expression with such a 
direct and unimpeded fluency. The Claudia pictures, quite 
small—as indeed is Miss Hanson’s “March Sea ”—are 
painted with the knife-edge of nervous gusto. The painter 
has used a considerable distortion of both form and colour, 
particularly in “Claudia Asleep,” in order to present a sort 
of “lemon-juice essence” of this subject. It is as though 
at any moment Claudia might awaken with a crotchety 
squawk. So great is the dramatic tension in this little 
picture that one finds oneself on tiptoe for fear the peace 
of the gallery should be shattered like glass by the brick 
of an infant’s screech. But that of course is the precise 
nature of the dramatic tension which any haggard father 
might feel looking down in awe and fear at some capricious 
infant tyrant taking a momentary refresher. 

Miss Hanson’s “ March Sea” moves one in quite a 
different way. It is painted in an exquisite filigree style. 
A silver breaker rolls in with a muffled roar across two 
overlapping sheets of ghost-grey water that have raced ahead 
to kiss the cold sands. It is not any particular sea, but all 
the oceans of the world mingling in the mind and heart 
of the spectator; all the seas of poetry and imagination 
curiously blended in this one little picture so miraculously 
gentle, yet so strong. It is the sea of dreams that we carry 
with us everywhere—it is not the sea at Blackpool or 
Bournemouth—but the sea of Shelley and Byron, of Poe 
and Flecker. It is the true aesthetic ocean, half real, half 
dream, washing and sounding, in every cove of the heart. 


Some Notable Pictures 


Nowhere is the presence of “significant form” more 
genuinely evident than in P. Tuttnauer’s “The Pond, 
Regent’s Park.” Here the orchestration of colour, shape, 
and line has been contrived with a superb duality; the 
subject and its abstract potential have been cunningly 
blended by a painter of outstanding quality and vision. | 
also commend with enthusiasm the brilliantly executed sky 
in A. M. Rackow’s “Chateau Gaillard, Seine”; the devo- 
tion, tenderness, and subtle aerial perspective of A. B. 
Hewlett’s crumbling “Italian Stronghold”: Josephine 
Roth’s fine characterization in her portraits “* Mrs. Knight ” 
and “The Twisted Smile”; the pure light which suffuses 
both Bruno Lux’s “Orchard” and Humphrey Neame’s 
“Old Farm House”; John Crosley’s really damp “ Thaw— 
Berkshire Downs”; Edith Whetnall’s watercolour, * Pepe’s 
House,” executed with superb clarity and a minimum of the 
standard tricks of the water-colour trade; and, lastly. G. 
Konstrom’s plaster head of Alfred Wolmark, glinting with 
good humour. 

All in all, this is a tremendously interesting and many- 
faceted exhibition by one of the most progressive and 
mature art societies in the country. 
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AUTOMATION AND INDUSTRIAL HEALTH 
[FRoM A SPECIAL CORRESPONDENT] 


There is now some experience of automatic processes in 
industry. The Ergonomics Research Society therefore 
chose as the theme for its recent symposium at Bristol a 
consideration of the “ Changing Demands of Modern Work 
and Control.” The question of automation’s effects on the 
industrial worker was one of the major topics discussed, 
and some of the papers on the likely medical and social 
consequences are here summarized. |The symposium was 
held at Bristol University from April 8 to 11, and Sir PHiip 
Morris, Vice-Chancellor of the University, presided at the 
opening session. 


Revolution in Working Conditions 


Appropriately enough, the first paper looked forward to 
the age of automation. Mr. J. Curis Jones (Metropolitan- 
Vickers Electrical Co.) attempted in general terms to foresee 
the effects of such future industrial changes on the structure 
of working life. He predicted a change in the role of the 
worker as radical as that when the crafts became mechanized. 
The individual worker would evolve, he thought, into a sort 
of mental craftsman, with almost a free-lance status. The 
home and the factory would tend to come together again as 
in the heyday of the crafts. Periods of “on call” work 
might become typical of automation, and the brain worker 
might spend much of his time at home, being mainly needed 
only in the event of an emergency such as a stoppage. 
Pollution of the environment could be avoided and zoning 
of industrial and residential districts would no longer be 
necessary. Canteens for workers, health and welfare depart- 
ments, rest rooms, etc., might prove to have been only a 
temporary expedient, characteristic of the “past age” of 
mechanization. 

If Mr. Chris Jones’s paper gave promise of the fruits of 
automation, Dr. G. C. BurGer (medical director, N. V. 
Philips Gloeilampenfabrieken, Eindhoven, Holland) made it 
abundantly clear that automation also brought new problems 
and responsibilities. Ergonomics and industrial health work 
should go hand in hand, he said, if the goal of using human 
beings to the best of their powers was to be achieved. 
Medical men must be included in the ergonomics research 
team, 

While the introduction of automation would lead, he 
believed, to an increase in wealth and to generally better 
health, there would also be an inevitable, if paradoxical, 
rise in sickness and absenteeism in industry, due to the 
anxiety and uncertainty engendered by the changing 
demands. Meeting so much rationalization in the factory 
would make the worker hanker for irrationalism and foster 
an unpreparedness to accept the inevitable. These were 
probably the most important effects automation would have 
on the worker. However, the physical consequences of 
automation might prove equally serious. Long periods of 
muscular inactivity, with greater responsibility and mental 
stress, might lead to an increase in degenerative vascular 
disease. Coupled with this was the fact that increases in 
wealth were often accompanied by over-consumption of 
food and a preference for sedentary “canned recreation ” 
such as watching television. Dr. Burger’s picture was of a 
costly human machine, only moderately extended. It ‘would 
be necessary to compensate this lack of physical activity at 
work by greater leisure activity. 

That this might become a serious problem was instanced 
by Mr. K. F. H. Murrett (University of Bristol), who said 
that the high incidence of coronary disease in the U.S.A. 
was causing grave concern there, especially as it was higher 
in the groups with greater responsibility. 


Easing the Transition 


Continuing, Dr. BurGeR urged the need to study the 
worker-job relationship. The job must be tailored to the 


worker and vice versa, and here a combined physiological 
and medical approach was important. There were also 
special problems to be considered, such as that of the worker 
with well-developed muscles but limited brain-power who 
might be asked to do light work at high speeds. Social, 
mental, and political tensions might result from too little 
physical and too much mental stress. Machines would 
dictate the speed of work, and the resulting mental stresses 
called for intensive study by ergonomists. The demands on 
the worker were not so much in terms of muscle power but 
in ability to deal intelligently with “information.” Thus 
the ergonomists should direct their attention not to calories 
and beats per minute, but to “ bits”’* per second, cybernetics, 
and information theory. 

An automatic factory, said Dr. Burger, must also be safe. 
To this end the industrial physician and the designer should 
co-operate with the ergonomist in order to make it so. All 
too often industrial medicine was the forgotten factor here. 
Finally, he warned against the results of transferring labour 
without regard to the fact that many groups of workers 
have their own characteristic traditions, skills, and social 
standards. Experience in industry had already shown that 
special problems of adaptation arose in such cases. The 
progress of industrial automation should be regulated so as 
to achieve benefit for the largest possible groups without 
at the same time producing fear and uncertainty. Education 
could help make the transition to automation smoother by 
removing misunderstandings, one of the main causes of fear ; 
so also would a sense of social responsibility. 

Discussing Dr. Burger’s paper, some speakers suggested 
that automatic factories could be designed so as to demand 
the expenditure of a certain amount of muscular effort by 
the workers ; it might even be necessary to reverse the 
search for “easy” controls in order to accomplish this. 


Boredom and Density of Machinery 


Mr. A. T. WeLForD (University of Cambridge) said the 
general effect of automation was to reduce the load of fine 
adjustments while increasing that for sensory vigilance. 
There was more listening and watching for subtle informa- 
tion. Equipment should therefore be designed so as not to 
impose too great a strain on the operator or produce too 
great a demand on him during an emergency. 

Boredom was a special problem, as it could not be over- 
come by using dullards, since in an emergency considerable 
skill and intelligence might be required. One answer might 
be to add some operation to the worker’s task which was not 
strictly necessary ; another perhaps to employ two people, 
one for routine operation and the other intelligent enough to 
deal with emergencies. 

Dr. A. Lucas (Régie Nationale des Usines Renault, Billan- 
court, France), an industrial psychologist in a factory with 
a considerable amount of automation, spoke of the need to 
differentiate muscular from nervous strain. In general, 
automation lightened the muscular load in all departments of 
industrial plant, he said. But whether it also led to an in- 
crease in nervous strain was difficult to say with certainty, 
as so far this question had not been investigated rigorously 
enough. However, since with automation the effect of errors 
was more serious and the responsibility of the maintenance 
worker higher, these coming on the top of the added intricacy 
of the machines might be expected to increase the nervous 
strain. The increased density of electrical motors and equip- 
ment in the factory, and the consequent increase in noise, 
were bound to impose an extra nervous strain also, if not 
countered by correspondingly better noise- and vibration- 
proofing. 

Mr. J. A. SARGROVE (Automation Consultants and Associ- 
ates I**. London) provided a useful corrective to the 
more starry-eyed thoughts on automation by pointing out 
that the general rule was for its cost to rise progressively 


_ *“ Bit” is short for binary digit and is a measure of informa- 
tion, 
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with the amount achieved. For complete automation the 
cost would be infinitely high. There was therefore only a 
limited useful range for automation. The human operator 
would always be needed. 


THE CONTEMPORARY EMBRYOLOGIST 
INTERNATIONAL CONFERENCE AT CAMBRIDGE 
[From A SPECIAL CORRESPONDENT] 


Since the time of Aristotle the study of unborn animals has 
been of great interest to biologists and medical men, for it 
seeks to provide an explanation of the way in which the 
complex organs of the normal adult are formed and of 
how malformations can arise. Until the nineteenth century 
the majority of embryologists were physicians concerned 
primarily with the treatment of disease. In recent times, 
however, embryologists have been drawn from many fields 
of science, and zoologists, biochemists, and anatomists, as 
well as practising doctors, have all added their quota to the 
subject. 

Five years ago, to contend with the increasing volume of 
embryological research, the Journal of Embryology and 
Experimental Morphology was founded, and from time to 
time its editorial board sponsors international congresses for 
the discussion of current problems. The third of these 
congresses was held at the invitation of Professor J. D. 
Boyd in the anatomy department at Cambridge from April 
10 to 13. 

Causal Embryology 


Modern embryological research is concerned with the 
underlying causes of development. This contrasts sharply 
with the detailed descriptive studies that characterized 
research in the last century and still form the major fare of 
the present-day medical student. It is now known that 
certain tissues cannot develop in isolation ; the presence of 
some other specific tissue is necessary for their differentia- 
tion. For example, the neural plate will not arise and 
complete its development unless mesoderm and notochord 
lie beneath it. It is therefore accepted that these tissues 
influence the neural plate, and this phenomenon is known 
as neural induction. Such causal relationships can be 
demonstrated by taking tissues from their normal positions 
and grafting them into other parts of the embryo. Embryo- 
logists are also concerned with the possible chemical nature 
of embryonic inductions, although perhaps less so than they 
were 20 years ago. At that time they were searching for 
a single chemical substance which they believed might be 
responsible for neural induction and which was thought 
to be produced by a part of the embryo termed “the 
organizer.”” The search for this elixir-like substance appears 
to have been largely abandoned. 

Biochemical changes in embryos are also widely studied 
nowadays. For example, protein metabolism can be investi- 
gated by administering amino-acids which include radio- 
active atoms. Another important aspect of embryology is 
the study of regeneration ; such work is clearly related to 
processes of great medical interest such as the healing of 
wounds and nerve regeneration. Unfortunately the mam- 
malian embryo, secluded as it is within the uterus, is a very 
difficult subject for the experimenter, and much of our 
knowledge of causal embryology is derived from the study 
of the chick embryo and from that of the aquatic eggs and 
tadpoles of amphibians. However, the basic processes of 
development in mammals are unlikely to differ greatly from 
those in other vertebrates. 


Embryonic Induction and Differentiation 


These research trends were fully reflected in the topics 
discussed at the conference. Several papers were directly 
concerned with the problems of embryonic induction. Dr. 
P. Tscuumi (Cambridge) dealt with the interaction between 


ectoderm and mesoderm during the growth of the limb-buds 
in the tadpole of the South African clawed toad, Xenopus 
laevis. First, he had separated the epidermis from the 
underlying mesoderm. The tissues could then be grown 
separately, or could be recombined with each other or with 
different tissues. He found that provided the epidermis was 
present the limb-bud would form a limb, but if the epi- 
dermis was absent a complete limb never developed. Dr. 
P. SENGEL (Paris) described his experiments on the growth 
of the feather rudiments in the chick embryo. It was found 
that at one stage the epidermis needed a stimulus from the 
dermis in order to develop properly ; in the following stage 
the mesoderm became dependent on the influences from the 
overlying ectoderm. Professor T, YAMADA (Nagoya, Japan) 
gave an account of experiments in which the chemical nature 
of neural induction was studied. After establishing that lipids 
were not the substances involved he presented evidence to 
suggest that the protein component of ribonucleoproteins 
played a major role. 

The factors controling the differentiation of the embryonic 
eye were considered in a paper sent by Dr. G. V. LopasHov 
(Moscow), who was unfortunately unable to be present. His 
report drew attention to the importance of spatial relation- 
ships between developing cells of the retinal and pigment 
layers. His observations were made on tissues growing in 
vitro and in transplants, and he found that if the cells were 
overcrowded the pigment layer failed to develop, whereas 
if the cells were too widely separated the retina did not form. 


Sites of Protein Synthesis 


Protein metabolism was considered by Professor C. H. 
WADDINGTON, F.R.S. (Edinburgh). After immersing 
embryos in solutions of radioactive amino-acids he found 
that these compounds were incorporated more rapidly into 
some regions of the embryo than into others. For instance, 
they were taken up first into the cells around the blastopore 
lip and only later were they found elsewhere. The radio- 
active amino-acids had become concentrated mainly in the 
nucleoli and around the nuclear membrane. Professor 
Waddington suggested that these regions were the main sites 
of protein synthesis. 


Studies of Regeneration 


Some remarkable experiments were reported by Dr. D. R. 
NewtTH (London), who dealt with the regeneration of 
abnormal structures. The tissues with which he was mainly 
concerned were supernumerary limbs in newt larvae. These 
had been previously induced by implanting a nasal placode* 
into the flank region. These limbs tended to possess 
abnormal numbers of digits.. Dr. Newth amputated them 
through the humerus, and in many cases they regenerated ; 
if the amputation were repeated they usually regenerated 
again. Each new limb which formed was not, however, a 
replica of the one it replaced ; the numbers of digits became 
more nearly normal with each regeneration, and after the 
second amputation a normal limb with the correct number 
of digits usually developed. Dr. Newth suggested that the 
influence of the surrounding flank ectoderm might perhaps 
play a part in this extraordinary process. 

It was pleasing to be reminded of evolutionary problems 
during the paper by Professor E. C. Woxrr (Paris). It is 
well known that a complete fibula is seldom found in modern 
birds, and Professor Wolff was able to show that this may 
be because not enough cells are present in the normal limb 
bud before the various parts of the limb begin to form. He 
found that the limb bud was able to develop a complete 
fibula if extra prospective limb-tissue was grafted into it. 

The papers mentioned above were, of course, only a few 
of those read at the Conference. Moreover, one afternoon 
was devoted entirely to research demonstrations. The con- 
ference provided an ideal opportunity for the exchange of 
ideas between embryologists from many different countries. 


*A thickened plate of ectoderm forming the precursor of an 
organ. 
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Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Foetal Post-maturity 


Sir,—I hesitate to cross swords with such a senior and 
respected obstetrician as Professor F. J. Browne, but I feel 
that his paper on foetal post-maturity and prolongation of 
pregnancy (Journal, April 13, p. 851) has confused rather 
than clarified the problem. 

It is well known that even where pregnancy and labour 
are clinically normal the foetus may die before, during, 
or soon after labour—* unexplained” deaths.’ In primi- 
gravidae such deaths are least common in the very young 
and become steadily more frequent with increasing age of 
the mother. They are most common when pregnancy lasts 
longer than 42 weeks. The incidence of dystocia also 
increases with increasing age and length of gestation. These 
facts suggest that the uterus becomes steadily more in- 
efficient as the mother gets older, both as regards placental 
function and labour. The studies of Walker and Turnbull,’ 
referred to by Professor Browne, have shown that the 
passage of oxygen from the mother to the foetus decreases 
steadily from the 41st week onwards, and Turnbull’ has 
shown that, in apparently healthy primigravidae over the 
age of 30, the oxygen content of the umbilical vein often 
reaches dangerously low levels by the end of the 42nd week. 

In the University of Aberdeen midwifery department 
clinic, between the years 1938-47, there were 46 “un- 
explained” deaths in booked primigravidae and half of 
them occurred after the end of the 4lst week. In 40% of 
the cases death occurred before the onset of labour. Of 
73 other deaths attributed to the effects of difficult labour, 
46% occurred after the end of the 41st week. 

Some advocate expectant treatment and caesarean section 
if foetal distress develops, but, as I have already shown, 
many of the deaths occur before the onset of labour, often 
before the patient reaches hospital. Even if she is under 
observation in hospital the foetal heart may stop suddenly 
and with little, if any, warning. It is clearly difficult to 
anticipate the death if it occurs at or about the expected 
date of delivery, but induction of labour to avoid undue 
prolongation of pregnancy seemed to us worth while. Our 
method initially was to rupture the membranes in the 42nd 
week routinely in primigravidae of 25 years or more, but 
the treatment spread to some extent to the younger age 
groups (doubtless, in time, tests for placental function may 
render treatment more selective). In some cases the liquor 
amnii was found to be heavily stained with meconium, indi- 
cating that the oxygen supply tu the foetus was probably 
dangerously low. Sometimes this led to immediate caesarean 
section and in others to a shorter trial of labour. The 
results of this regime have already been described,‘ and the 
following figures give the latest results: 


Perinatal Mortality per 1,000 Births 


Age groups: 
15-19 | 20-24 | 25-29 | 30-34 | 35+ |All Ages 


1938-47 .. i 36 35 57 76 101 45 
1953-6 .. 40 26 28 17 25 28 


They show that the trend of perinatal mortality with age 
has been changed to such an extent that the rate in primi- 
gravidae over 30 is now lower than in those under 20. The 
rate in very young primigravidae is unaffected by this regime, 
since in this group prematurity, accidental haemorrhage, and 
malformations account for most of the deaths, and un- 
explained intrauterine death and birth trauma are relatively 
unimportant. Undoubtedly artificial rupture of the mem- 
branes will increase the risk of intrapartum infection of the 
foetus, but, as our results show, this danger is small com- 
pared to the benefits of the method. 


The present policy—namely, routine surgical induction of 
labour in the 42nd week and the greater use of caesarean 
section, instituted in 1952—has improved our results so 
much that we are convinced that the avoidance of pro- 
longed pregnancy helps to decrease the number of foetal 
deaths due to placental insufficiency.—I am, etc., 


Aberdeen. DUGALD BAIRD. 
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Sir,—Many of the younger obstetricians will be sorry to 
find that Professor F. J. Browne (Journal, April 13, p. 851) 
has reopened the old controversy on post-maturity, suggest- 
ing that any danger to the foetus would come from an 
increase in size with potential disproportion. He somehow 
discounts the classical studies of Walker, who would appear 
to have shown conclusively that danger arises from diminish- 
ing oxygen tension in foetal arterial blood. He quotes foetal 
mortality statistics from various hospitals without references 
to whether they serve a closed community or admit solely 
abnormal cases. He gives evidence to show that in certain 
countries prolongation of pregnancy is extremely uncommon. 
He also mentions various complications that may ensue when 
cases are unwisely selected for surgical induction of labour, 
suggesting that the disorders of uterine action so commonly 
found with post-maturity are due to this unwarrantable 
interference. In short, he tries to convince us that post- 
maturity is merely a process of slow maturation, and that 
anyway it is remarkably rare. 

It is perhaps a pity that he does not discuss the reason 
for the onset of labour ; although it remains largely obscure, 
it seems certain that it is not caused by the perfection of 
foetal maturity, although its usual association with this has 
been fortunate for the continuation of the human race. He 
does not mention the fact that graphs for foetal weights 
show a levelling off followed by a decline after the forty- 
second week, which is in line with the clinical observation 
that post-maturity is often most dangerous in cases which do 
not show any increased foetal growth. These are cases which 
frequently show the morbid changes of post-maturity, the 
dry foetal skin, the scraggy lean physique, and the absorp- 
tion of the liquor amnii. The association of poor uterine 
action with these cases is surely due to the fact that the 
post-maturity is caused by poor uterine action of pregnancy 
with imperfect formation of the lower uterine segment, so 
that prolongation of the first stage of labour is almost 
inevitable. 

It is well known that pregnancies may appear to be pro- 
longed owing to delay in fertilization or embedding of the 
fertilized ovum. It would be bad obstetric practice to 
attempt an induction on every woman who believed that 
forty-two weeks had passed since her last period. But in 
pregnancies that have been followed carefully from the early 
weeks it would be foolish and retrograde to adopt a com- 
placent attitude to the steadily falling foetal oxygen tension 
that accompanies post-maturity.—I am, etc., 

W. G. MILLs. 


Birmingham, 15. 


Hospital Confinement 


Sir,—Dr. J. P. O’Dwyer (Journal, April 20, p. 947) is 
right up to a point. The safety of the mother is para- 
mount. All other human and psychological considerations 
take second place. However, I suggest that it need not be 
safer for any woman to be confined in hospital, only more 
convenient. No general practitioner should do domiciliary 
midwifery unless he has at his command the same expert 
help as has the resident house-surgeon in hospital. With 
modern communications a woman can be as safely moved 
from her home to the operating theatre of a hospital as from 
the labour ward to the theatre in hospital. If she is unfit to 
be moved, expert help goes to her in bed whether at home or 
in hospital. 
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Obviously, if you anticipate trouble, you will book a bed 
for the patient in hospital for everyone’s convenience ; but 
the rules need not be hard and fast. A primigravida anxious 
to have her child at home will be told that she may make 
arrangements for a home confinement, but that if the labour 
gives any cause for anxiety it may be more convenient for 
her to be delivered in hospital. This in turn means that 
there’ must be real co-operation between general practitioner 
and hospital. In other words, every domiciliary confinement 
concerns the hospital as well as the general practitioner. 
The shame is that domiciliary confinements are being 
actively encouraged before this co-operation is secured.— 
I am, ete., 


Cambridge. CLEMENT W. WALKER. 


Sir,—Dr. J. P. O'Dwyer asserts (Journal, April 20, p. 947) 
that it is so much safer to have a baby in hospita! than at 
home, and incidentally wonders how many doctors’ wives 
are confined at home. I know he has had experience ot 
working in maternity hospitals, but wonder what experience 
he has of general practice. As to his first point—is it so 
much safer? The same issue has a paper on the umbilicus 
as a reservoir of infection in a maternity hospital (p. 925). 
Surely it is recognized that cross-infection is a problem 
that constantly has to be tackled in hospital, and yet it 
hardly exists in even the poorest home. 

We are lucky in having an excellent maternity hospital 
locally, and as our third child, born in the 27th week of preg- 
nancy, has been successfully matured there we have every 
reason to be grateful for the hospital’s special care. But 
he was booked for home delivery with our G.P. until he 
considered hospital necessary, and the other two children 
were born happily at home through choice. I am a G.P. 
My wife was a laboratory technician concerned with bac- 
teriology in a laboratory attached to a general and maternity 
hospital. I have noticed experienced nurses decide not to 
have their second baby in hospital. As to what most 
doctors’ wives do, there is no guarantee that their choice is 
the best one. By training, a doctor is still largely concerned 
with the treatment of abnormality, rather than the study 
of normality. It would be illogical to send one’s child 
to a reformatory just in case it turned out to be a delin- 
quent (even though the cost per boy is higher than Eton, 
I understand), 

I suggest that, instead of this home v. hospital becoming 
an undignified battle of vested interests, we all keep our 
sense of proportion. I feel the G.P. should discuss the 
various points for and against the two places and let the 
mother decide, I have not seen much attention given to 
the mother’s wishes in all that has been written on this 
“ battle.” In case you think I have a vested interest also, 
I do not now do obstetrics, although I believe that home is 
the normal place for a normal confinement. 

Incidentally, my wife would have written to disagree with 
Dr. O'Dwyer, but she is feeding the baby, and anyhow 
she thought other doctors would be able to reply more 
adequately. And she is probably right.—I am, etc., 

York. PAUL ROWNTREE. 


Cardiac Arrest During Trichlorethylene Anaesthesia 


Sir—As one who has always found trichlorethylene a 
most useful and safe anaesthetic agent, I was interested to 
read the article by Drs. Walter Norris and Peter Stuart 
(Journal, April 13, p. 860). I have always thought that this 
drug should not be used for anaesthesia without full pre- 
medication and a thiopentone induction, and was therefore 
particularly interested to read that in the four personal 
cases of cardiac arrest occurring during induction no thio- 
pentone had been given. In three of these premedication 
was. with atropine alone. This suggests that trichlor- 
ethylene was being used to induce anaesthesia. In the cases 
surveyed from the literature the use of thiopentone is men- 
tioned in only one. While I am aware that this is not 
common to all reports, I would be glad to know the opinion 
of the authors and other anaesthetists on the protective role 
of thiopentone, at least during induction. Finally, with 
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reference to air embolism, in my experience this does occur 
suddenly, and, if small, I believe is consistent with equall, 
rapid and complete recovery.—I am, etc., 

London, E.C.1. Rosert I. W. BALLANTINE. 


REFERENCE 
! Committee upon Deaths Associated with Anaesthesia, Anaesthesia. 1956, 
11, 194, 


Sir,—I have been using trichlorethylene for some years as 
a non-inflammable supplement to nitrous oxide and oxygen 
anaesthesia, and would regard it as suitable for almost all 
types of anaesthesia. 

I have not seen a case of cardiac arrest during trichlor- 
ethylene anaesthesia, but on two occasions, however, using 
a Walton machine with a Rowbotham’s “ trilene ” bottle, the 
patient has suddenly lost colour with diminished respiratory 
effort. The trichlorethylene was discontinued and the patient 
quickly returned to near normal—i.e., her colour was fair. 
but she felt dizzy and sick. In these cases I feel that no 
arrest had taken place, but certainly a diminished cardiac 
output. On each occasion the trichlorethylene had been in 
the Rowbotham’s bottle for a week. 

Now, Sir, this 4 maintain is the cause of cardiac arrest 
during trichlorethylene anaesthesia—i.e., that the trichlor- 
ethylene is not fresh and some deterioration has taken place. 
I feel certain that some, if not all, cases reported by Drs. 
W. Norris and P. Stuart (Journal, April 13, p. 860) were 
due to this cause. I never use trichlorethylene that has 
stood for any length of time other than in its tin container. 
—I am, etc., 

Eccleshall, Staffs. E. R. Sinton. 

Sir,—-l was interested to read the paper on cardiac arrest 
during trichlorethylene anaesthesia by Drs. Walter Norris 
and Peter Stuart (Journal, April 13, p. 860). From my 
experience of this anaesthetic agent used in small children 
undergoing cardiac catheterization, I have good reason to 
dislike and fear what appears to be its effect on myocardial 
excitability. In 1955 I described’ a case of ventricular 
fibrillation in Fallot’s tetralogy during cardiac catheteriza- 
tion under trichlorethylene. This case fortunately resumed 
sinus rhythm after treatment with procaine amide. At Sully 
Hospital we had a number of lesser, but very disturbing, 
episodes of ventricular arrhythmia during catheterization 
when trichlorethylene was used, so that we eventually 
refused to accept this anaesthetic for this purpose. Our 
definite impression of the higher incidence of troublesome 
ventricular arrhythmia during the use of this agent was 
confirmed by the cases in which the occurrence of myo- 
cardial excitability in a previously tolerant heart closely fol- 
lowed the administration of the drug and, again, by the fall 
in the incidence when trichlorethylene was abandoned. 

Apart from the anxiety we felt for these patients, the 
frequency of the runs of ventricular tachycardia greatly 
impeded the efficiency of the catheterization. It appeared 
that small amounts of trichlorethylene were sufficient to 
have this effect, for these cases had rectal bromethol as a 
basal anaesthetic and trichlorethylene was only added when 
necessary to ensure a quiet child. As already mentioned. 
the increase in myocardial irritability was frequently noticed 
to be closely related to the first administration of the drug. 
All our cases had continuous E.C.G. monitoring, and it is 
likely that the tendency to ventricular arrhythmia which we 
observed passes unnoticed in many cases. The matter may 
need further investigation, but in the type of case we were 
dealing with our only desire was to avoid the effects 
described.—I am, etc., 


London, S.W.3 HuGuH A. FLEMING. 


REFERENCE 
1 Fleming, H. A., Lancet, 1955, 1, 617. 


Premedication in Children 


Sir,—The article by Dr. R. Goulding and his colleagues 
(Journal, April 13, p. 855) is a most provocative one, as 
doubtless was intended. As one of the workers charged 
with drawing unfair conclusions from their results, there 
are some points which I would like to take up with them. 
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As they themselves admit, the assessment of anxiety in a 
child is most difficult, and certainly behaviour is no meas- 
urement. I am sure that the psychologist in their team 
would be the first to admit that the apparently controlled 
child is probably suffering more emotional upset than the 
child who openly resists. In my original work’ a trained 
psychiatric worker visited all the cases in their own homes 
after discharge from hospital and made an independent 
report. This showed that methylpentynol was at least as 
effective as the barbiturates in allaying fear of operation. 
To state, as they do, that neither a barbiturate nor chlor- 
promazine is more effective than a placebo can only mean 
that the dosage used by them was inadequate. And this is 
just where methylpentynol is so useful—it can be given in 
large enough dosage without danger of respiratory depres- 
sion or uncontrolled behaviour, I would suggest that they 
use just twice the dose mentioned in their article. 

I would also suggest a good way of assessing its value. 
Many of their cases will have to return for a further session 
in the “ gas room.” _I am sure that a careful follow-up of 
these children will show a difference between those properly 
sedated and those without anything. And may I criticize 
their technique of removing all children, especially the 
younger ones, from their mothers to wait in a common wait- 
ing-room till their turn comes? A similar incident is in- 
delibly fixed in my memory, which is perhaps why I am so 
keen to prevent other children suffering it. The mother 
should surely stay with the child until it has lost conscious- 
ness, which is one advantage of out-patient anaesthesia. If 
the mother is “too nervous” I would suggest that she 
receives a good dose of methylpentynol. 

Another method of assessment I would recommend is the 
opinion of a good ward sister, which admittedly could not 
come within the scope of their trial. But I must record the 
insistence with which my ward sisters maintain that methyl- 
pentynol gives just the right amount of sedation wititout 
troublesome after-effects. Only this last week I had to 
anaesthetize a boy who had already received many anaes- 
thetics at another hospital. His comment, unasked for, in 
the anaesthetic room was, “I have never felt like this before ; 
I don’t mind it to-day.” In any case I should be very un- 
happy if 20% of my children, even the young ones, were 
“turbulent” at even an out-patient gas session. If this 
figure can be reduced slightly I am sure it is worth while, 
provided that safety is maintained—TI am, etc., 

Worthing. F. R. GUSTERSON. 

REFERENCE 
1 Gusterson, F. R., Lancet, 1955, 1, 940. 


Sir,—Dr. R. Goulding and his colleagues (Journal, April 
13, p. 855) have made a significant and much-needed contri- 
bution to the study of premedication in children. I was 
particularly impressed with the results of their analysis of 
behaviour in relation to age (figure 7), and take the liberty 
of offering some further factual data on this point. 

Several years ago I set out to investigate the effects of 
ethyl chloride, when given by the open method, with the 
object of obtaining information bearing on the safety of this 
“ old-fashioned ” procedure. This investigation was not de- 
signed to test the efficacy of the premedication used. How- 
ever, the behaviour of the children was noted as a matter of 
subsidiary interest. These behaviour patterns now seem 
worthy of recording, since they can be considered in con- 
junction with those of the carefully controlled experiment 
to which reference has been made. 

I will refer to figures from a single homogeneous group 
—those for children about to undergo operation for tonsill- 
and adenoidectomy. These children all came from the same 
ward, where they had all been given quinalbarbitone, j gr. 
(50 mg.), by mouth pre-operatively (the reasons for, and the 
merits and demerits of, this oversimplified premedication 
regime do not concern us now). The children all came to 
the same anaesthetic room, where they received the atten- 
tions of the same nurse and the same anaesthetist (myself). 
Their behaviour was classified as follows: A: arrived asleep, 
and continued so ; B: arrived awake and calm, and showed 


no disapproval in any way of the experiences to which they 
were subjected; C: arrived awake and calm, but became 
a little upset during the induction of anaesthesia ; D: arrived 
awake and calm, but became violently antagonistic to induc- 
tion; E: arrived awake and already showing disapproval 
of their new environment. The numbers of children falling 
into these categories are tabulated below. 


pom Category 

A B c D E 
3 38 13 3 2 
4 12 58 9 3 2 
5 22 158 14 3 5 
6 13 154 12 1 3 
7 15 123 13 2 1 
8 2 97 4 2 — 
2 75 6 1 
10 2 46 4 2 es 


Making the same age division as that used by Dr. Gould- 
ing et al, for their dental cases, we note that in the 3-6 age 
group 54 (10.2%) out of 532 arrived asleep. In the 7-10, 
age group only 21 (5.3%) out of 397 were in a similar state. 
This difference is significant (x? = 6.6, p = 0.01). Ona 
body-weight basis the younger children undoubtedly received 
a larger dose of sedative than the older ones, and the hypo- 
thesis could be put forward that the difference in results was 
due to this. However, in the absence of controls, giving 
comparable figures for unpremedicated children, no more 
can be said. Bearing in mind both the relatively greater 
dose of sedative used for the younger children in my own 
series, and the findings of Dr. Goulding ef al. in theirs, it 
is of greater interest to consider the behaviour of the 854 
children who came to the anaesthetic room awake. In the 
3-6 age group 70 (14.6%) out of 478 children expressed 
disapproval of their experience in one way or another. The 
corresponding figures for the 7-10 age group are 35 (9.3%) 
out of 376. This difference is also significant (x? = 5.1, 
p = 0.02). And the discrepancy with respect to disapproval 
is even greater if we compare the 3-4 and 9-10 age groups 
(25% : 9.7%, x* = 9.7, p = 0.002). 

It seems to me that the work of Dr. Goulding et al. has 
not only re-emphasized the futility of uncontrolled experi- 
ments in this field but also raised a big issue, at least where 
the value of premedication judged by objective methods is 
concerned. An experiment of a similarly excellent design, 
to evaluate the efficacy of premedication for in-patient 
children, might merely serve to remind us of the importance 
of the correct timing of administration. But it might also 
reveal that some of the drugs in general use for small 
children, when given in dosage insufficient to cause sleep, are 
not nearly so effective as is commonly supposed.—I am, 
etc., 


Hillingdon, Middlesex. H. J. V. Morton. 


Prevention of Tetanus 


Sir,—We are grateful for the comments on our notes and 
recommendations (Journal, March 16, p. 639). Dr. W. A. 
Reynard (Journal, April 6, p. 818) mentions our acceptance 
of 1,500 international units as the routine protective dose 
of antitoxin in a non-immune individual, and draws attention 
to Dr. L. S. Kind’s article (Journal, March 2, p. 498) where 
an increase to 10,000 was suggested. Dr. M. R. Madigan 
(Journal, March 23, p. 706) also favours a larger dosage 
than we advised—i.e., a minimum initial dose of 3,000 units 
for adults and 1,500 units for children. This correspondent’s 
recommendation may partly be based on articles published 
before 1950 to which he makes reference: no mention is 
made in his letter of the change in the value of the inter- 
national unit on July 1 of that year. The present unit is 
equivalent to the U.S.A. unit and is twice the potency of 
the former (1928) international unit. 

A prophylactic dose of 1,500 units is sufficient for routine 
use, and is still the initial dosage advised for non-immune 
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Service personnel and their families. This routine is based 
on the advice of a committee of Service and civilian experts. 
Two more similar doses may be given at weekly intervals if 
the surgeon in charge of the case considers this necessary ; 
while this procedure may afford better protection than one 
large dose, it carries a slight risk of accelerated serum reac- 
tion after the third dose. A prophylactic dose of antitoxin 
is also advised before any fresh surgical interference with 
the wound. 

There is a long tradition of injecting as a routine 1,500 
units or less, including Army experience in two world wars. 
Nevertheless, some doctors, particularly in the U.S.A., prefer 
a dose of 5,000 or even 10,000 units. One reason for this 
preference is fear of the accelerated elimination of serum. 
As stated in our paper, certain patients may have become 
sensitized to horse serum, with the result that if they are 
given it again at some future date they may eliminate it 
so rapidly that protection is inadequate. This is now recog- 
nized as one of the main troubles in connexion with the 
repeated administration of serum. Unfortunately, the fall 
in blood antitoxin levels may be so rapid in sensitized indi- 
viduals that there is little, if any, advantage to be expected 
from the higher dosage. There is, however, the possibility 
that in rare instances 10,000 units might offer some advan- 
tage in heavily contaminated wounds by neutralizing tetanus 
toxin, which may form very rapidly: the action of the serum 
would then be therapeutic rather than prophylactic. 

With regard to the dosage of antitoxin for children, we 
favour uniformity in dosage for persons of all ages, as is 
recommended officially for British Service personnel and their 
families, The volume of refined serum injected for the 
1,500 unit dose is quite small, and reactions would not be 
appreciably lessened by reducing the volume of the dose. 
There is thus no point in reducing the dose for children 
and some advantage in having the same dose for everybody. 

Dr. E. D. B. Wolfe (Journal, April 13, p. 885) inquires 
about the best procedure to adopt when immunizing with 
diphtheria-tetanus-pertussis and T.A.B.T. vaccines. We 
shall first compare the recommendations for triple prophyl- 
actic with those for tetanus toxoid alone. The usual primary 
course for triple prophylactic is three injections at intervals 
of one month to six weeks in the first six months of life. 
say, between the second and fifth months ; this should be 
followed by a boosting dose six to twelve months later. It 
will be recalled that we state in our article: “ For primary 
immunization three 1-ml. doses of tetanus toxoid are injected 
subcutaneously or intramuscularly at intervals of 6 to 12 
weeks between the first and second injections and 6 to 12 
months between the second and third injections.” Thus, in 
approximately the same period of time, four injections of 
triple prophylactic or three injections of tetanus toxoid are 
advised in the respective schemes for these two preparations. 
The recommendations in respect of tetanus in connexion 
with the schemes fall into line if the second dose of triple 
vaccine is disregarded from the tetanus standpoint. We 
would suggest that, in recommending a three-dose course of 
triple prophylactic for the early months of life, the makers 
have been more concerned about obtaining useful protec- 
tion against pertussis: a two-dose rather than a three-dose 
course would have sufficed against tetanus. The first and 
third doses of triple prophylactic (omitting the second) could 
be expected to give similar titres of tetanus antitoxin to those 
which result from two doses of tetanus toxoid by itself in 
later life. In neither instance must the further injection 
six to twelve months later be disregarded, as it ensures much 
higher titres of circulating antitoxin. T.A.B.T. does not 
give rise to any difficulty, as the intervals between the three 
doses now recommended in the Forces are similar to those 
usually advised in this country for tetanus toxoid. The 


recommendations for T.A.B.T. and tetanus toxoid fall into 


line. 

It is of course impossible to give exact instructions to 
cover every possible contingency, but the definitions already 
given in our article, supplemented by this letter, should serve 
as a useful guide to procedure. In conclusion, we would 
again urge active immunization, which is the ideal method 


for the prevention of tetanus. This should preferably be 
begun in infancy, when a combined preparation is virtually 
essential to keep the number of needle-pricks within reason- 
able bounds.—We are, etc., H. J. ParIsH. 


Beckenham, Kent. L. J. M. Laurent. 

Sir,—I have read the recent correspondence about tetanus 
prophylaxis with interest, and should like to put forward a 
suggestion for the comment of other readers. In my view 
all patients treated for a minor injury should be given an 
injection of 1 ml. of tetanus toxoid. The only exceptions 
should be patients with deep puncture wounds or other 
injuries known to carry a special risk of tetanus. These 
cases would be treated in the usual way with anti-tetanus 
serum. 

By this system a fairly large proportion of the com- 
munity would quite soon become actively immune to 
tetanus. Those whose occupations carry a high risk of 
minor injury would tend to receive frequent injections of 
the toxoid, and would therefore achieve a high antibody 
level. No special clinics or other arrangements weuld be 
needed, and the main population at risk would be protected. 
—I am, etc., 


London, N.6. JoHN W. MYLEs. 


Athlete’s Foot 


Sir,—The extent of communal disability produced by 
athlete’s foot well merits the space devoted in your issue of 
March 30 to two excellent articles and an annotaticn on the 
subject. Mr. J. C. Gentles in his article (p. 746) concludes 
that any measures for the control of infection must be taken 
by the individual. The formidable list of personal precau- 
tions given in your annotation (p. 755) would surely dampen 
the ardour of any but the most fastidious and over-zealous 
sufferer. Personal measures, if they are to be generally 
effective, must be simple. Something in the nature of a 
fungicidal soak, used routinely in sock washing, and of such 
a nature as to remain effective during the wearing period of 
the socks, might prove more effective and more popular than 
the application of sticky ointments and chalky powders.— 
I am, etc., 

Chester. T. D. S. 


Sir,—Thirty years ago half my practice was with the boys 
of one of our great public schools, and 1 saw a good deal 
of ringworm of the groin and ringworm between the toes. 
At one time there were a number of cases of ringworm of 
the toes in a particular house, and the housemaster rather 
reluctantly gave me permission to examine the feet of all 
the 40 boys in his house. None of the little boys were 
affected, but among those from puberty onwards the 
majority had some degree, mostly extremely slight, of 
fissuring or scaling in the cleft between the 4th and Sth 
toes, and in all of these spores were found on microscopi- 
cal examination. A little trouble was found in the matron’s 
toes and a considerable amount in the housemaster’s- 
much to his indignation. In most of these cases there were 
practically no symptoms, and, apart from the possibility of 
infecting others or developing a phase of more active 
inflammation oneself, the condition was of no importance. 

It may well be that some individuals are more susceptible 
to this infection than others, and that there are many 
symptomless carriers. And of those that do get symptoms 
some will go to a doctor, but probably many more will 
keep the trouble to themselves and say nothing. I feel sure 
from my school experience that this infection can be passed 
round the members of a household. But quality of skin is 
also important. Boys before puberty were hardly ever 
affected, and I suppose their skin has a different quality 
from that of adults. I am told that the same trouble dees 
occur in girls’ schools, but much less frequently. This again 
may be because girls’ skin is more like that of small boys 
and not so coarse as men’s. Or is it because girls are 
cleaner in their habits ?—I am, etc., 

Jersey. N. A. Sprott. 
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Sir Victor Horsley 


Sir,—May I congratulate you and their authors on the 
most excellent centenary essays (Journal, April 20) on Sir 
Victor Horsley, which bring back vividly the memory of 
that eager and masterful personality ? I was his house- 
surgeon in 1902, the year he was knighted, and he was a 
frequent visitor in my house in Harley Street when Wilfred 
Trotter, then his private assistant, was living with me. The 
deftness and accuracy of his operating on the brain were 
something one could never forget, and he would coax a 
tumour from the thyroid as if by a gentle magic. His 
ambidexterity naturally helped him in this, and he seemed 
to expect the same gift in others. I remember when I 
fumbled over tying an artery with my left hand, my right 
hand being occupied with a Spencer Wells, he advised me 
to have my eyes tested for astigmatism. With abdominal 
operations, however, he was more slapdash, having none of 
the meticulous patience of a Barker. He was always glad 
to leave other operations to his juniors, and I imagine few 
house-surgeons would have had the opportunity that fell to 
me of amputating a thigh single-handed. 

He got through more work in a day than anyone else I 
have known, making use of every moment. Guests he 
entertained at breakfast, dashing out in the middle to 
develop photographs. Yet, with all his swiftness he was 
never hurried. Ward visits were accomplished in half the 
usual time, but the concentrated attention he devoted to 
each patient gave him the impression that he was his sole 
care in life, and he would arrange their pillows with a tender 
deftness that was the envy of the nurses. A hospital story 
illustrates this remarkable combination. When an assistant 
surgeon he had to see out-patients at half-past one, an 
occupation that normally took two or three hours. His 
senior, Christopher Heath, who used to chide him on not 
giving enough time to his hospital work, arrived for his 
ward visit one day at two o'clock to find Horsley leaning 
against the mantelpiece in the staff room. A tirade fol- 
lowed, culminating in the words: “And here I find you 
lolling when you should be seeing your out-patients.” 
Horsley quietly replied: “I’ve seen them all already,” and 
left for his laboratory.—I am, etc., 

Elsted, Sussex. ERNEST JONES. 

Sir,—The elephant’s brain mentioned by Mr. Ernest Sachs 
in his interesting reminiscences of Sir Victor Horsley 
(Journal, April 20, p. 903) was certainly not the only one 
he received. 

Colonel Martin-Leake, who won a bar to his Victoria 
Cross in the first world war, was after the South African 
war appointed as medical officer to the Bengal—Nagpur rail- 
way. In addition to being a very skilful surgeon and 
administrator, he was a notable shikari. On one occasion, 
in 1907 he was pursuing a wounded rogue elephant which 
had killed a man. After some six hours’ tracking he found 
himself suddenly confronted by the infuriated animal, some 
10 ft. 6 in. (3 m.) tall. He administered the coup de grdce 
and spent nine hours the following day in removing the 
brain, which he sent to Sir Victor in a stew-pan. He tells 
how he had to attach a rope to the trunk and have some 
twenty lusty coolies pulling before the vertebral ligaments 
went with a snap and the head was freed. One of the feet 
of this famous animal was mounted and is now in the 
officers’ mess of 5 Field Ambulance, the unit to which Leake 
was posted in 1914 and with which he was serving when 
he obtained the bar to his Victoria Cross.—I am, etc., 


ACrookham, Hants. R. E. BARNSLEY. 


Sir,—Sir Victor Horsley lived in our field ambulance in 
the forward area for a few days before he returned to 
Amara, where he died. One day when I came into lunch 
I mentioned that the last “ mahela” (anglic@ barge) which 
came up the river was loaded with “ poshteens for the Piffer 
Brigade ” (sheepskin coats for the Punjab Frontier Force). 
He said he would go at once to verify that statement, which 


meant walking up or down the river to cross over. We tried 
to dissuade him in the heat of the day, but he said he had 
nothing to fear from the sun, as he was not a “ drunkard ” 
as we were. In those days we were very short of drinks 
except Tigris water. I do not doubt this example of the 
muddles in Mesopotamia was added to the notes which he 
did not live to pass on, but am pretty sure it was recorded. 
—I am, etc., 


Camberley, Surrey. C. H. REINHOLD. 


Safety Factor in Car Design 


Sir,—Dr. Gareth R. Davies (Journal, April 20, p. 949) 
should not condemn three-wheeled cars because he has seen 
one turn over. Four-wheelers often turn somersaults, accord- 
ing to press reports, though I have never seen one do so. 
It is only a question of driving. 

Strangely enough, since quite early days the most 
important safety factor in design for independently driven 
cars on public roads has been the one most completely 
neglected—namely, the driver’s view. For many years,, 
though the mode has lately changed somewhat, it has been 
the fashion to build up a long, high bonnet in front of the 
driver, who is seated as low as possible. To these disabilities 
are added obstructions and blind spots caused by low roof, 
thick pillars, mirrors, mascots, etc., on eye level, which may 
well account for many of the apparently inexplicable col- 
lisions and runnings-down. An extreme example occurred 
a few years ago, when, in the account of an inquest on a 
little girl killed in the street, the driver of the car concerned 
was reported as saying that if she had only been a foot or so 
taller it would not have happened, as he had not seen her. 
In this respect the latest three-wheelers seem admirable, and, 
since their drivers are not protected by several feet of steel 
in front of them, they are perhaps less likely to take risks 
which endanger others as well as themselves.—I am, etc., 


London, N.W.8. R. J. CLAUSEN. 


Speed Warning Device 


Sir,—I was pleased to read the letter of Dr. G. E. Pinker- 
ton (Journal, April 6, p. 820). My letter (Journal March 23, 
p. 705) was a letter of introduction to the idea of a device. 
Between 1932 and 1938 several patents were taken out. 
The one he mentions must have escaped the oblivion of the 
rest. A description of a device recently patented will, I 
trust, answer some of the questions he raises. First let me 
say the modern car has many contrivances which are con- 
cerned with its safety and that of its occupants. Since the 
casualties among pedestrians, and near pedestrians—the 
cyclists—are more than 50% of the total (car drivers and 
occupants only 22%—see leading article, “ Road Accidents,” 
Journal, March 30, p. 753), I would suggest that it may 
become necessary to get accustomed to the idea of a speed 
warning device. I agree with his suggestion that in many 
areas 40 m.p.h. is reasonable, and I keenly appreciate his 
further statement “ whereas half that speed is deadly danger- 
ous . . . in many other built-up areas” (my italics). With 
that pregnant phrase he destroys much of his argument and 
justifies the imposition of a warning device in these areas. 
The description and purpose of this device is to warn the 
driver of his speed, by means of two changing lights opposite 
to him on the dashboard, and, by a duplication of these 
lights on the roof of his car, to warn the external observer 
that he is aware of his speed. As with all other safety units 
on his car, it should be compulsory, and will require to be 
switched on in a protected area. A white light indicates that 
this has been done. At about 32 m.p.h. a red light also 
appears, and at about 37 m.p.h. the white light goes out, 
leaving only the red light. Changing lights are as necessary 
on this unit as are the intermittent trafficator lights and zebra 
crossing beacons. I am concerned with the humanity side, 
not the legality, though I would like to say more than space 
permits on this aspect.—I am, etc., 


Bradford, Yorks. ALLEN GLENN. 
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i 
J. P. LOCKHART-MUMMERY, M.B., F.R.CS. 
F.A.C.S. 


Mr. J. P. Lockhart-Mummery, consulting surgeon to St 
Mark's Hospital for Diseases of the Rectum, died at 
Hove, in his sleep, on April 24. He was 82 years of age. 

John Percy Lockhart-Mummery was born on 
February 14, 1875, the son of J. Howard Mummery, a 
distinguished dental surgeon and research worker and 
former president of the Odontological Society. From 
the Leys School, Cambridge, he went on to Caius 
College, Cambridge, where he took second-class honours 
in the Natural Sciences Tripos and where for a time he 
was assistant demonstrator of anatomy in the medical 
school. Like so many Cambridge students at that time 
he went to St. George’s Hospital for his clinical training, 
where he won the Thompson gold medal and qualified 
in 1899. After qualification he held the posts of assistant 
house-surgeon, house-physician, house-surgeon, and 
assistant in throat department at St. George’s, took the 
F.R.C.S. in 1900, and graduated M.B., B.Ch. at Cam- 
bridge in 1901. For a time he worked as demonstrator 
of operative surgery at St. George's, but his first 
honorary appointments were at the King Edward VII 
Hospital, St. Mark's Hospital, and the North-East Hos- 
pital for Children (now Queen Elizabeth Hospital for 
Children, Hackney). Lockhart-Mummery soon made a 
name for himself as an able surgeon, and it was not long 
before he began to specialize in rectal surgery, though 
for many years he maintained an interest in the surgery 
of children’s diseases. In 1904 he was Hunterian 
professor at the Royal College of Surgeons, his 
Hunterian lecture being on “ The Physiology and Treat- 
ment of Surgical Shock and Collapse.” He was also 
Jacksonian prizewinner at the College in 1909. 

Lockhart-Mummery wrote easily and well and was in 
demand as a contributor to textbooks. In 1903 he pub- 
lished a paper on the diagnosis of tumours in the upper 
rectum and sigmoid flexure by means of the electric 
sigmoidoscope and four years later he described in this 
Journal an operation for removal of the entire rectum 
and neighbouring lymphatic area for carcinoma. Con- 
tributions from his pen appeared in Allbutt’s System of 
Medicine and in the Index of Treatment. The first book 
he wrote himself, Diseases of the Rectum and Anus, was 
published in 1914. He also wrote Diseases of* the 
Rectum and Colon, first published in 1923, and The 
Origin of Cancer (1932). His writings were not con- 
fined to technical subjects, for he was the author of two 
collections of essays, After Us (1936) and Nothing New 
Under the Sun (1947): the former of these contained 
some highly controversial suggestions on improving the 
human race by eugenic methods, but it was a book by 
one, as we said in our review, “who has obviously 
devoted much thought to the problem of the betterment 
of the human race.” 

Lockhart-Mummery was appointed assistant surgeon 
at St. Mark’s in 1903. He became senior surgeon there 
in 1913. On retirement at the age of 60 in 1935 he was 
appointed emeritus surgeon there with charge of six beds. 
In 1940 he became consulting surgeon and was elected 
vice-president of the hospital. During the first world 
war he worked as special surgeon for diseases of the 
bowel at a number of military hospitals in London. At 


the Annual Meeting of the B.M.A. in Newcastle in 1921 
he was president of the Section of Proctology and he was 
also president of the same Section at the Royal Society 
of Medicine. An active supporter of the British Empire 
Cancer Campaign, he was for some time honorary secre- 
tary and chairman of the executive committee and he 
was also honorary editor of the Annual Reports of the 
Campaign. In 1937 he was elected a Fellow of the 
American College of Surgeons. 

Mr. Lockhart-Mummery was twice married, first to 
Cynthia, daughter of R. A. Gibbons, and secondly to 
Georgette, daughter of H. Polak, of Paris. There were 
two sons of the first marriage. 


We are indebted to Mr. W. B. Gasriet for the following 
appreciation: The death last week of J. P. Lockhart- 
Mummery represents the loss of a great figure in proctology 
and the last member of that grand trio—Ernest Miles, 
Lockhart-Mummery, and Sir Charles Gordon-Watson. 
They were very active in the late nineteen-twenties and 
early ‘thirties, and in their genial picturesque way contri- 
buted so much to the discussions held in that period, especi- 
ally on cancer of the rectum. No one who was there will 
forget the impressive International Conference on Cancer 
held in London in July, 1928. Lockhart-Mummery contri- 
buted an important paper to this conference (Report of 
the International Conference on Cancer, 1928, p. 117) and 
described his clinical classification of cancer of the rectum 
into A, B, and C cases, which was the forerunner of Dukes’s 
more accurate pathological classification presented some 
years later. 

J. P. Lockhart-Mummery was appointed to the honorary 
staff of St. Mark’s Hospital in 1903, and he proceeded 
steadily to build up the reputation of the hospital. He 
raised the specialty of proctology until it was recognized 
as an important subject worthy of special study and train- 
ing. He was the secretary of the British Proctological 
Society when it was founded in 1913, with F. Swinford 
Edwards as its first president, and later that year or early 
in 1914 it became the Subsection of Proctology (Section of 
Surgery) of the Royal Society of Medicine. It was through 
Lockhart-Mummery’s efforts that proctology at last became 
an independent section in 1939. Lockhart-Mummery’s work 
at St. Mark’s Hospital and his writings attracted visitors 
from all over the world. His method of perineal dissection 
of the rectum by blunt-ended straight scissors was quick 
and accurate; it was greatly admired and is current prac- 
tice to this day. His mortality for perineal excision of the 
rectum as a two-stage procedure was remarkably low—3.4% 
in 117 private cases is recorded. He did original work in 
teaching the importance of antiseptic technique in ano- 
rectal operations, and his method of scrupulous local 
cleansing with ether soap and “lysol” solution was cer- 
tainly a great advance ; it led to improved results and has 
been used ever since. 

Lockhart-Mummery was a wise and far-seeing man in 
committee, and early saw the importance of pathology and 
x-ray diagnosis. He was largely instrumental in interest- 
ing the British Empire Cancer Campaign in the work done 
at St. Mark’s on polyposis and cancer of the rectum. His 
impressive list of publications is recorded in the Collected 
Papers of St. Mark’s Hospital, Centenary Volume (1935). 

It would be fitting here to record the terms of a resolu- 
tion passed by the committee of management at a meeting 
held at St. Mark’s Hospital on February 20, 1940: 


“The Committee of Management wish to place on 
record their sense of the inestimable services Mr. J. P. 
Lockhart-Mummery has rendered to the Hospital during 
his terms of office as Honorary Surgeon and Emeritus 
Surgeon, and as a member of the Committee of Manage- 
ment. 

“Over a period of 37 years his brilliant surgery, judg- 
ment, and skill have enhanced the reputation and 
usefulness of the Hospital. His wise counsels in the 
administration of its affairs have been of great value, 
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and his work an inspiration to all who have come into 
contact with him. 

“The Committee of Management unanimously elected 
him an Honorary Consulting Surgeon.” 


In the following year Mr. Lockhart-Mummery was elected 
a vice-president of the hospital and continued to serve until 
the inauguration of the National Health Service in 1948. 
Lockhart-Mummery must have been the most senior 
Honorary Fellow of the American Proctologic Society, 
having been elected as far back as 1910. 

We, his colleagues who survive him, would like to record 
our appreciation of his great services to St. Mark’s Hos- 
pital and to proctology in general, and our pride at having 
served under him. 


C.E. D. writes: J. P. Lockhart-Mummery was appointed 
to the staff of St. Mark’s Hospital in 1903. He became 
senior surgeon on the retirement of Mr. Swinford Edwards 
in 1913 and held this position for the following 27 years, 
during which time he became well known as a surgeon of 
exceptional skill and experience in diseases of the rectum 
and colon, both in this country and abroad. In the smaller 
world encompassed by the walls of the hospital in which 
he worked he was equally esteemed and respected for other 
qualities also, such as his administrative abiiity and far- 
sighted plans for the development of the hospital. He made 
his influence felt in every department of the hospital life, and 
his colleagues who worked with him in the years between 
the first and second world wars will always retain a vivid 
impression of his inspiring leadership. 

Looking back through the vistas of nearly twenty years, 
perhaps one’s first recollection would be of the eager way 
he hopped up the steps of the hospital punctually at 2 p.m. 
(or even before this) each Monday afternoon to begin his 
operating session. He literally “ hopped,” because, as is well 
known, one of his legs was amputated when he was still a 
student in his early 20's: but perhaps it is not so well known 
that the surgeon who performed the operation was none 
other than Lord Lister and that it was carried out with full 
antiseptic ritual in a nursing-home in Cavendish Square. 
Lockhart-Mummery very seldom referred to his disability 
and did not let it debar him from sports in which he was 
interested. Thus for many years he played golf regularly 
with a handicap of 9. He was a keen fisherman, and became 
a devoted follower of dog racing, and was immensely proud 
when one of his dogs won the Dog Derby. After retire- 
ment from hospital work he took to bowls and quickly 
became proficient in this pastime. If he met any of his 
former hospital friends he would tell them with boyish 
enthusiasm of this latest achievement. 

Another memory which those who worked with him at 
St. Mark’s will always retain is of the way in which he 
relaxed after his operating list on Monday afternoon or after 
his regular round of the hospital on a Thursday morning. 
He never hurried away from hospital: in fact, he would not 
allow his secretary to make appointments for private patients 
which might in any way curtail his operating sessions or his 
weekly morning round. At the end of these he would sit 
down for a spell, and, if he had an audience, he greatly 
enjoyed expounding his views on the world in general, in 
picturesque language seldom free from exaggeration. He 
was an eager talker but also a willing listener, and if any 
colleague wanted his advice or help this was the time to 
approach P.L.-M. He interested himself in every depart- 
ment of the hospital life, particularly perhaps in the patho- 
logy laboratory, which he visited regularly at least once a 
week. He liked to know all that was going on, and, if 
there was any way in which he thought he could help, out 
came his notebook and he jotted it down at once. One 
could be quite sure the matter would be attended to and 
reasonably sure also that he would get what he wanted, 
even if this exceeded estimates, because P. L.-M. had a most 
persuasive way with hospital management committees. He 
attended to his committee obligations regularly, and if he 
took anything up one could rely on him to see it through to 
the end. 


Finally his colleagues at St. Mark’s will always remember 
Lockhart-Mummery’s absorbing interest in anything related 
to the diagnosis and treatment of cancer. This found expres- 
sion eventually in the plan he made for the founding of the 
British Empire Cancer Campaign, His main motive in this 
was to bring cancer research batk to the human patient. 
He felt that existing cancer research organizations were 
divorced from the realities of human cancer and that what 
was necessary was the encouragement of research work in 
hospitals where cancer patients were being treated. He 
might be described as the real founder of the B.E.C.C., and 
in due course he became the first chairman of its executive 
committee and the editor of its annual reports. 

If as a young man he had taken up cancer research as 
a career he might well have made some notable discovery, 
because he had originality, plenty of imagination, and in- 
defatigable energy. Even in the odd moments of a very 
busy professional life as a consulting surgeon he found time 
to initiate at least two important advances in knowledge 
which will always be associated with his name. The first 
was his operation of perineal excision for cancer of the 
rectum, which was published in 1920 and became widel? 
adopted for some years. The second was his paper on the 
inheritance of familial polyposis, which was published in the 
Lancet in 1925 under the heading “Cancer and Heredity.” 
In this he gave details of three families he had personally 
investigated, and drew attention to their high incidence of 
intestinal cancer. The publication of this paper initiated 
a research into the inheritance of familial polyposis which 
has since been continued with the aid of a grant from the 
B.E.C.C. As a result more than 60 polyposis families have 
been investigated and family pedigrees prepared. These 
families now include approximately 1,200 members, amongst 
whom no fewer than 241 are known to have suffered from 
polyposis and 169 have developed intestinal cancer. This 
is one example out of many which might be mentioned to 
illustrate Lockhart-Mummery’s influence at St. Mark’s Hos- 
pital. His colleagues and successors have reason to be 
grateful to him and to cherish the memory of a versatile 
and colourful personality, a stimulating companion, and 
loyal friend. 


W. L. HARNETT, C.LE., M.D., F.R.C.S. 


Lieutenant-Colonel W. L. Harnett died suddenly in 
London on April 24 at the age of 76. After a 
distinguished career as a surgeon in the Indian Medical 
Service, he became well known for his work as medical 
secretary of the Clinical Cancer Research Committee of 
the British Cancer Campaign. 


Walter Lidwell Harnett was born on June 7, 1879, the 
son of Dr. W. J. Harnett, F.R.C.P.Ed., of Barnet, Hertford- 
shire. From the City of London School, he entered 
St. John’s College, Cambridge, where he was a scholar and 
an exhibitioner. He obtained a first-class in the Natural 
Sciences Tripos in 1899, and in the following year went on to 
St. Thomas’s Hospital with a university scholarship. He 
graduated M.B., B.Chir. in 1903, was admitted to the Fellow- 
ship of the Royal College of Surgeons of England in 1904, 
and proceeded to the M.D. in 1929. After graduation he 
held the appointments of house-surgeon, demonstrator of 
morbid anatomy, and assistant pathologist at St. Thomas’s 
Hospital. Harnett entered the Indian Medical Service in 
1907, taking first place at the entrance examination and 
being awarded the first Montefiore Prize for Military Surgery 
at the Royal Army Medical College. While in India he held 
the appointment of surgeon to the Governor of Bengal, and 
was superintendent of the Campbell Medical School, Cal- 
cutta, from 1925 to 1930. For the last four years of his 
service in the I.M.S.—he retired in 1934—he was professor 
of surgery at the Medical College, Calcutta. His earlier 
appointments included those of civil surgeon, Gauhati (1911), 
and resident surgeon at Calcutta Medical College (1914). 
During the first world war he served in India and Salonika 
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and with the Army of the Black Sea, being mentioned in 
dispatches. He was appointed C.I.E. in 1933. 

After his retirement from the I.M.S., Harnett returned to 
London and began to take an active part in the work of 
several medical organizations, including the B.M.A. He 
served on the Council of the Association from 1938 to 1942 
and on the old Naval and Military Committee from 1935 
to 1940, and his work as a member of the Committee on the 
Organization of the Medical Profession in India (1935-9) and 
the Committee on the Relationship of the Association to the 
Profession in India (1947-9) was particularly valuable. 
Earlier, in 1934, he was president of the Calcutta Branch, and 
from 1950 until his death chairman of the Chelsea and 
Fulham Division. During the second world war he served 
as an additional member of the India Office Medical Board, 
and for a good many years he was chairman of the Hammer- 
smith branch of the Invalid Children’s Aid Association. 

From 1938 to 1951 he was medical secretary to the Clinical 
Cancer Research Committee of the British Empire Cancer 
Campaign. His work for the Campaign culminated in the 
publication in 1952 of his Survey of Cancer in London. 

Colonel Harnett married Miss Nellie Bartingale in 1909. 
There were no children. 


We are indebted to Sir HENEAGE OG vie for the following 
appreciation : 

Others will speak of Harnett’s position in surgery, of his 
work in the Indian Medical Service and at the Postgraduate 
Hospital, and of his long and honourable service to Masonry. 
I came to know him in connexion with the compilation, 
analysis, and publication of the results of the investigation 
into cancer in Greater London conducted by the British 
Empire Cancer Campaign. After two years spent in pre- 
liminary planning, the registration of cases was begun in 
April, 1938, and, in view of the amount of work entailed, 
Colonel Harnett was appointed to take charge of the investi- 
gation. He visited several centres in the United States to 
study their recording systems and methods of analysis, and 
finally drew up a code for each of the 31 types of sheet 
intended for recording cancer of different regions. 

Harnett was uniquely fitted for the exacting and onerous 
task of analysing the enormous mass of information that had 
been collected, a task to which he brought the experience of 
a life-time devoted to clinical surgery and surgical teaching, 
and to which he applied himself with unselfish devotion. 
though not a statistician by training, he was at pains to sub- 
ject the figures in each group to an actuarial estimation of 
the normal life expectation of that group. It is an index of 
his zeal that of the 15,201 cases entered on the records all 
but 2.63% were traced. 

Between 1942 and 1950 Harnett published in the Annual 
Reports of the British Empire Cancer Campaign analyses 
of cases of cancer in 15 different regions of the body. 
In 1952 the Campaign decided to publish a report on 
the whole survey. All the previously published analyses 
were revised and brought up to date, and statistical analyses 
of cancer in regions of the body not previously dealt with 
were included. The whole of this work was done by 
Harnett, and the volume that he produced is something 
unique in scientific literature. Never before has so large a 
series, entirely unselected, been got together. Never before 
had an analysis so detailed, so carefully checked, and so 
impartial been presented. 

Harnett was a man of great personal charm, and un- 
common modesty. His industry in the statistical analysis of 
the immense mass of material over so many years, and his 
advice at all stages, were greatly appreciated by all those 
members of the British Empire Cancer Campaign who had 
the privilege of working with him. A Survey of Cancer in 


London will remain an enduring tribute to his memory in, 


the profession he did so much to adorn. 


V. B.G.-A. .writes: After holding several house appoint- 
ments at St. Thomas's Walter Harnett was lured to the East 
at a time when India beckoned only the very best men from 
every medical school. After a short spell in Assam as a 
civil surgeon he went to Bengal, where he quickly made a 
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niche for himself as a very skilled genito-urinary surgeon, 
but it was his administrative ability and quick grasp of 
financial problems that most endeared him to the Govern- 
ment of Bengal and earned him a C.LE. Walter quietly 
pursued the things that attracted him, such as Freemasonry, 
fishing, and his own special branch of surgery, together 
with the study of statistics, which held for him a peculiar 
attraction. During the 20 years we lived so close to each 
other in Calcutta I do not think he ever played any form of 
game in club or private house, but nevertheless he was 
always happy and made great friends. After retirement he 
closely followed the rapid progress of surgery, and particu- 
larly the prognostic side thereof. He took a special part 
and interest in B.M.A. affairs, though fishing, Freemasonry, 
and high reading absorbed him. To me it was always a 
joy to meet him on a Saturday and talk of cabbages and 
kings, for he could be great fun with those he knew well. 


MAUD CHADBURN, C.B.E., M.D. 
Miss Maud Chadburn, consulting surgeon to the South 
London Hospital for Women and to the Marie Curie 
Hospital, died at the Elizabeth Garrett Anderson Hos- 
p:tal on April 24. She was 89 years of age. 


Maud Mary Chadburn was born at Middlesbrough, the 
daughter of the Rev. James Chadburn, and was educated at 
Milton Mount College, Crawley, and at University College, 
London. She studied medicine at the London (Royal Free 
Hospital) School of Medicine for Women, qualifying L.S.A. 
in 1893. Obtaining the London degree of M.B. in 1894, she 
proceeded to the M.D. four years later, and took the B.S. 
in 1899. At the Royal Free Hospital she held for a time 
the post of curator of the museum, and after qualification 
she was resident anaesthetist there. 

She then held senior and junior resident appointments at 
the Clapham Maternity Hospital, from which she went on 
to the New Hospital for Women (now the Elizabeth Garrett 
Anderson Hospital) as senior house-surgeon. After this 
impressive series of house appointments she became an 
assistant physician at the New Hospital for Women and 
surgical registrar at the Royal Free. In later years she 
worked as assistant obstetrician, surgeon to out-patients, 
and, ultimately, senior surgeon and obstetrician at the Eliza- 
beth Garrett Anderson Hospital, where her devoted work 
and interest helped to build up the obstetric department. 
From 1902 to 1916 she was surgeon to the Women’s Settle- 
ment Hospital at Canning Town. 

Miss Chadburn also had a long association with the 
South London Hospital for Women, which she founded. 
She became senior surgeon there in 1912, just before the 
first part of the hospital, the out-patients department, was 
officially opened in April, 1913. She was largely instru- 
mental in the founding of another hospital in 1928, the Marie 
Curie Hospital, at Hampstead, being its chairman from that 
year until 1934, and chairman of its cancer research com- 
mittee until 1951. She was president of the London 
Association of the Medical Women’s Federation in 1926-7, 
and for 63 years she was a member of the B.M.A. She was 
appointed C.B.E. in 1934. 


We are indebted to Dr. Mary Gitmour for the following 
appreciation ;: Miss Maud Mary Chadburn was a pioneer 
and one of the most prominent women who have worked 
for the advancement of women in medicine. As a medical 
woman holding senior posts while in her early years, she 
appreciated that many of the younger women at that time 
were not having opportunities of holding responsible posts, 
and it was for this reason that she resolved that there should 
be another general hospital created in London and began 
working in 1911 for the establishment of a women’s hospital 
in the south of London, staffed entirely by women. At the 
commencement of this venture, a very disparaging letter 
about it in The Times evoked from Miss Chadburn a reply 
which was published in the same newspaper. As a result 
of her letter Miss Chadburn was invited to meet and discuss 
her project with the representatives of certain anonymous 
individuals. These latter became the anonymous donors 
to the South London Hospital of £35,000, which not only 


de 
tri 
wi 
cl 
of 
pc 
ur 
Ai 
a 
of 
th 
ve 
ar 
Cl 
hi 
ap 
ga 
to 
M 
in 
th 
: bu 
ag 
wi 
we 
we 
pr 
est 
wa 
pe 
be; 
tal 
int 
off 
the 
wh 
un 
ha 
vic 
res 
tet 
unt 
of 
an 
the 
: Na 
wa: 
of 
can 
mo 
sin 
| At 
yea 
end 
pea 
4 and 
in 
the 
gea: 
per 
the 
the 
vote 
A 
firs 
yea 
The 
the 


May 4, 1957 


OBITUARY 


1069 


BririsH 
MEDICAL JOURNAL 


defrayed the cost of the hospital but also established a 
trust, the income from which was to be used towards the 
working expenses of the institution. It was in Miss 
Chadburn’s house at 16, Harley Street, that the first meeting 
of subscribers was held. She was the first surgeon ap- 
pointed to the hospital, and she remained vice-chairman 
until the implementation of the National Health Service 
Act in 1948. Miss Chadburn liked to recall how notable 
a part her lifelong friend, Miss Merrilees, in the capacity 
of honorary organizer of the Patients’ League, played in 
the smooth running of the hospital throughout the earlier 
years. In 1947 the College of Arms granted the hospital 
armorial bearings. The cross in the crest is the emblem of 
Chad, a man who died in the seventh century, noted for 
his merciful outlook. Chad, along with a sun, which also 
appears in the crest, suggests Chadburn. The motto Et dato 
gaudetis—* and in giving you rejoice "—-is a worthy tribute 
to the honoured founder of the hospital. 

Since her early days as an obstetrician and gynaecologist, 
Miss Chadburn had maintained a lively interest in the treat- 
ment of cancer in women, and this interest later crystallized 
in the founding of the Marie Curie Hospital in 1928. When 
the need arose of finding money to secure a site and a 
building to centralize the research work, the money was 
again found by Miss Chadburn, During a conversation 
with Dr. Elizabeth Courtauld Miss Chadburn described the 
work and the needs of research on cancer of the uterus— 
work which she had so much at heart—and Dr. Courtauld 
promised to give £10,000 towards the cost, In this way the 
establishment of the Marie Curie Hospital in Hampstead 
was secured. (Miss Chadburn often remarked to me that 
people had frequently said to her that she was a “ good 
beggar,” but that this was not so. She would meet and 
talk with people describing the work in which she was 
interested, but she did not ask for money. It was always 
offered spontaneously.) She became the first chairman of 
the Marie Curie Hospital, relinquishing this post in 1934, 
when it was put on record that “it was mainly due to her 
unfailing personal care and wise judgment that the hospital 
had steadily grown and prospered.” She continued to be 
vice-chairman, retaining also the chairmanship of the cancer 
research committee and of the medical committee until her 
retirement in 1951. Throughout the last war, and indeed 
until her retirement, she continued, as always, to be a pillar 
of strength to the Marie Curie Hospital. Her energies 
and devotion were given wholeheartedly to safeguarding 
the research nature of the work done there. When the 
National Health Service Act came into force Miss Chadburn 
was the sole surviving member of the foundation committee 
of the hospital still on the active medical staff. 

As a chairman, whether of boards of management, or 
cancer research or medical committees, she possessed in a 
most extraordinary degree the qualities of impartiality and 
sincerity, sound judgment, and wise guidance. 


Vital Statistics 


Acute Poliomyelitis 
A feature of the outbreaks of acute poliomyelitis in recent 
years has been the rise in the number of cases towards the 
end of the second quarter of the year. The week of the 
peak incidence has varied between the 29th week (1951) 
and the 41st week (1949). The curve of the peak has varied 
in shape, but generally the incidence has fallen rapidly by 
the middle of the fourth quarter. With the exception of the 
geasonal rise in incidence there has been no well-marked 
periodic characteristic in the distribution of the cases. As 
the figures in the table show, it is not possible to estimate 
the approximate size of the summer epidemic from the 
returns of the first quarter. 

Apart from 1957 the largest number of notifications in a 
first quarter was in 1950, and the total of cases recorded that 
year was almost as high as in the initial outbreak of 1947. 
The number of notifications in the first quarter of 1948 was 
the next largest to 1950, but the number of cases notified 


Uncorrected Notifications of ime Poliomyelitis in England and 
es 


Ist 2nd 3rd 4th | 

Year Quarter Quarter Quarter Quarter | Total 
1947 125 273 6,263 2,593 9,254 
1948 417 263 768 728 2,176 
1949 245 306 3,085 3,224 6,860 
1950 $12 723 5,119 2,345 8,699 
1951 339 1,398 3,093 
1952 288 518 2,514 1,184 4,504 
1953 345 672 3,063 1,171 5,251 
1954 332 1,055 2,388 
1955 208 367 4,060 2,670 7,305 
1956 366 465 1,701 1,321 3,853 
1957 516 


during the year was the lowest for the 10 years. On the 
other hand, the number of notifications in the first quarter 
of 1955 was, except for 1947, the lowest for any first quarter, 
but the total for the year was next highest to 1950. Conse- 
quently, though the number of notifications for the first 
quarter of 1957 slightly exceeds that of 1950, it is impossible 
to forecast from that what the incidence of poliomyelitis 
will be this summer. If a forecast is attempted, one feature, 
of the recent returns may be relevant. It is that the loci of 
infection are few, one-third of the cases in the past fortnight 
having been notified from one county (Essex). Whether this 
presages a relatively restricted summer outbreak will be 
worth studying. 


England and Wales in First Quarter 1957 

The infant mortality rate of 25.0 per thousand related live 
births was the lowest recorded for a first quarter. The 
previous lowest for this quarter was 28.4 in 1956. Live 
births numbered 183,676, giving a rate of 16.7 per thousand 
population. Comparable rates’in 1956 and 1955 were 16.2 
and 15.4. Deaths numbered 134,621, giving a rate of 12.2 
per thousand population, the lowest ever recorded in this 
country for the first quarter, The previous lowest was 12.3 
in 1948. The rate in 1956 was 15.3. 4,246 stillbirths were 
registered, giving a rate of 22.6 per thousand live and still- 
births, which compares with 23.4 in 1956. 

The deaths of infants under 4 weeks of age during the 
year 1956 numbered 11,780, giving a rate of 16.9 per 1,000 
related live births. This is the lowest annual rate recorded 
in this country ; the previous lowest was 17.3 in 1955.— 
Registrar-General’s Weekly Return, No. 16, 1957, H.M.S.O. 


Graphs of Infectious Diseases 

The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during the 
nine years 1948-56 are shown thus --- - -- , the figures for 
1957 —-_———-. Except for the curves showing notifica- 
tions in 1957, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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Infectious Diseases 

The largest variation in the trends of infectious diseases 
in England and Wales during the week ending April 13 were 
increases of 1,995 for measles, from 25,280 to 27,275, 120 
for dysentery, from 1,051 to 1,171, and decreases of 152 for 
whooping-cough, from 2,768 to 2,616, 138 for scarlet fever, 
from 878 to 740. 

Acute poliomyelitis notifications numbered 37, and these 
were 5 more for paralytic and 5 fewer for non-paralytic 
cases than in the preceding week. The largest returns were 
Essex 12 (Brightlingsea U.D. 7, Wivenhoe U.D. 4), London 3 
(Wandsworth 2), and Hertfordshire 3. 

In contrast to the general rise in the incidence of measles 
large falls were recorded in two counties—268 in Lancashire, 
from 3,055 to 2,787, and 226 in Essex, from 1,563 to 1,337. 
The towns with the largest rises in the notifications of measles 
were 293 in Birmingham C.B., from 840 to 1,133, 227 in 
Leeds C.B., from 500 to 727, 171 in Sunderland C.B., from 
170 to 341, and 101 in Plymouth C.B., from 137 to 238. 
Only small variations were reported in the local returns of 
scarlet fever. The largest fall in the incidence of whooping- 
cough was 54 in Essex, from 190 to 136. 3 cases of diph- 
theria were notified, 6 fewer than in the preceding week. 

The largest rises in the number of notifications of dysentery 
were Yorkshire West Riding 101, Lancashire 50, and Notting- 
hamshire 44. In the remainder of the country the incidence 
contracted and only 11 counties reported 20 or more cases, 
compared with 15 counties in the preceding week. The 
largest returns during the week were Yorkshire West Riding 
346 (Leeds C.B. 85, Bradford C.B. 77, Rotherham C.B. 42, 
Rotherham R.D. 37, York C.B. 26, Huddersfield C.B. 14, 
Worsborough U.D. 13, Shipley U.D. 11, Aireborough U.D. 
10), Lancashire 173 (Blackburn C.B. 22, Ashton under Lyne 
M.B. 21, Irlam U.D. 21, Manchester C.B. 20, Fylde R.D. 18, 
Liverpool C.B. 12, Stretford M.B. 12), Nottinghamshire 87 
(Mansfield M.B. 41, Nottingham C.B. 22, Carlton U.D. 10), 
Cheshire 85 (Hyde M.B. 39, Stalybridge M.B. 26), London 
62 (Lewisham 16, Islington 10), Northumberland 62 (New- 
castle upon Tyne C.B. 25, Seaton Valley U.D. 23), Bedford- 
shire 38 (Luton M.B. 24), Durham 33 (Gateshead C.B. 12). 


Week Ending April 20 
The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 567, 
whooping-cough 1,890, diphtheria 7, measles 21,787, acute 
pneumonia 382, acute poliomyelitis 42, dysentery 874, para- 
typhoid fever 4, and typhoid fever 4. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


Summary for British Isles for week ending April 13 
(No. 15) and corresponding week 1957. 


Figures of cases are for the countries shown and London administrative 
county Figures of deaths and births are for the 160 great towns in 
England ant Wales (London included), London administrative county, the 
17 principal towns in Scotland. the 10 principal towns in Northern Ireland 
and the 14 principal towns in Eire. 

A blank space denotes disease not notifiable or no return available. 

The table is based on information supplied by the Registrars-Genera! of 
England and Wales. Scotland. N. Ireland, and Eire. the Ministry of Hea!th 
and Local Government of N. Ireland, and the Department of Health of Eire. 


CASES 1957 1956 
in Countries % 2 | [By | | | ‘a 
and London g's 
Diphtheria 3 0 3 1 7| 0! s| of 7 
Dysentery 1171 62 295, 13 3] 1,442) 261) 118) 
Encephalitis, acute “| 2) 0 
Enteric fever: | | | | | 
Typhoid so | 3 0 OF 
Paratyphoid 2 0 0 0 7, O2@® 0 


Food-poisoning 194 13, 12 1! 30 
Infective enteritis or | 

diarrhoea under | | | 

2 years .. | | 10) 24 to} 21 


|27,275 2016, 339, 418) 315] 2,971| 114 218) 39] 164 


Measles * 
Meningococcal in- 

fection .. - .. | 24 3) 16 
Ophthalmia neona- | | | | 

torum .. 27) OF O 30! 4 
Pneumoniat | 497/20, 102, 631/39) 207! 

aralytic oa 22) 2 2 2 

Non-paralytic .. is} (1 } { 1 } 4 
Puerperal fever § . . 205, 46; 12) 0 246| 38 6 1| 
Scarlet fever .. | 740, 56) 78, 48, 13] 537| 40, 27| 23 
Tuberculosis: | | | 

16) 


a 738) 61) 115) 45) 
5} 82; 9 18) 9 
Whooping-cough.. | 2,616 130, 292) 8 59] 1,451) 74 143; 66) 129 


Non-respiratory | 


in Great Towns aot g 2 2/8 
Diphtheria | 0 0) 0 0 0 0 0 
Encephalitis, acute | Oj | 0 0 
Enteric fever oo 0} 0 60 
| 
_2 years... 2| 
Measles .. | Oo} | o of of e 
fection .. | 0 0 
Pneumonia... 36, 7! 295) 42) 271 9| 
Poliomyelitis, acute | o | 0 
Scarlet fever ee 0 0 0, 0 0 
Tuberculosis: | | 
Nomrespiratory’ S243] o of 6 
Deaths 0-1 year .. 33 23) 6| Sf 238) 38) 20) an} 15 
stillbirths) 5,109) 732) 523, 105 185] 5,757| 833! 107! 163 
LIVE BIRTHS .. | 7,354 926) 247| 404 | 8,209 1315) 255| 376 
STILLBIRTHS..| 16 2 199) 23) 


* Measles not notifiable in Scotland. when returns are approximate 
Includes primary and influenza! pneumonia. 
Includes puerp: ral pyrexia. 
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Medical News. 


Durham University to Honour B.M.A. Meeting.—Durham 
University is holding a special congregation on July 18 
during the B.M.A. meeting in Newcastle in order to con- 
fer honorary degrees. Dr. A. H. HAL, the Association’s 
outgoing president, and Dr. S. WAND, Chairman of Council, 
are to receive the honorary D.C.L.; Professor G. W. 
PICKERING, regius professor of medicine at Oxford, the 
honorary D.Sc.; and Dr. MONA MACNAUGHTON, a general 
practitioner in Newcastle, the honorary M.D. At an earlier 
congregation, on July 5, Sir JoHN Stoprorp, F.R.S., until 
recently Vice-Chancellor of Manchester University, is to 
receive the honorary D.C.L. 


Virus Research at Glasgow.—The first news of the endow- 
ment of a new department of virology at Glasgow Univer- 
sity was given to a press conference in Glasgow on April 26. 
A sum of £225,000 has been provided by the Scottish Hos- 
pital Endowments Research Trust for building and equip- 
ping an institute, and for its initial running expenses. The 
institute, which is to be at Gilmorehill within the University 
grounds, is expected to be ready by about 1960. According 
to reports of the news conference, Sir JoHN Erskine, chair- 
man of the Trust, described the main purpose of the new 
department as fundamental research into virus diseases of 
man, animals, and plants. Sir Hector HETHERINGTON, 
principal of the University, said that a chair of virology— 
claimed to be the first in Britain—would be established, and 
its occupant, besides directing the institute, would engage 
in a certain amount of postgraduate teaching. He added 
that the Medical Research Council had agreed to attach a 
research unit to the institute once it was functioning. Pro- 
fessor J. W. Howie, professor of bacteriology at Glasgow, 
is quoted as stating that, apart from fundamental work at 
the National Institute for Medical Research, Mill Hill, there 
was no virus research being done in Britain comparable to 
that in America and Australia, It was hoped, he said, that 
the new institute at Glasgow would become a centre for 
research workers from all parts of the world. Discussing 
virus diseases, Professor Howie emphasized the better 
prospects for their prevention than cure. Research on 
measles and latent viral infections was specially needed. 


Empire Rheumatism Council.—The council’s annual meet- 
ing was held at the House of Lords on May 1, with Lord 
ALEXANDER OF HILLSBOROUGH presiding. Dr. W. S. C. 
Copeman, chairman of the council, proposing the adoption 
of the twentieth annual report (1955-6), stressed the impor- 
tance of research in the battle against rheumatic diseases. 
These diseases were estimated to cost the country £80m. in 
lost production, he said, but the council’s activities were 
limited by lack of funds—recently about £30,000 a year. 
This had decided the council to launch a nation-wide appeal 
to industry for £250,000 this year, the council’s twenty-first 
anniversary. Lord Astor oF HEVER, a vice-president of the 
council, had agreed to undertake the appeal, and support 
was already forthcoming from both sides of industry. Dr. 
Copeman then gave two examples of recent major research 
discoveries. Electron-microscopy had now shattered the old 
conception that muscle consisted of homogeneous fibres. It 
had been esablished, he said, that muscle consisted, not of 
one, but of many different varieties of fibre. ‘* The implica- 
tions of a fundamental discovery of this nature are enor- 
mous,” he added. The other example was the isolation of a 
hitherto unknown chondroitin sulphate complex from con- 
nective tissue fluid by Miss H. M. Murr, one of the council’s 
research fellows. After the adoption of the annual and 
financial reports Dr. CoPEMAN was re-elected chairman of 
the council for the fifth year in succession, and Sir CHARLEs- 
Dopps, F.R.S., vice-chairman. The annual report is a 45- 
page booklet, obtainable from the council’s offices at Tavi- 
stock House (North), Tavistock Square, London, W.C.1. It 
gives membership lists of the council’s various administra- 
tive and research committees, the chairman’s address, reports 
of the research and educational work sponsored by the 


council, and details of administration, finance, and develop- 
ments in the Commonwealth. An appendix describes the 
council’s twenty-first birthday appeal. 


World Medical Association—The Norwegian Medical 
Association is acting as host to the W.M.A. council now 
meeting in Oslo (April 29—May 5). This session is prepara- 
tory for the Eleventh General Assembly of the World 
Medical Association in Istanbul from September 29 to 
October 5. Among the subjects being discussed by the 
council are the recognition of the emblem for civilian doctors 
in war ; medical secrecy under social security schemes ; inter- 
national medical law; and the programme for the Second 
World Conference on Medical Education (Chicago, 1959). 
The present officers of W.M.A. are:—president: Dr. J. A. 
BUSTAMANTE (Cuba); president elect: Dr. AHMET RASIM 
Onat (Turkey); treasurer: Dr. ERNST Fromm (Germany). 
Council officials include: Dr. LORENZO GaARCIA-TORNEL 


* (Spain), chairman ; Dr. LEon Gerin-Lasore (Canada), assis- 


an; Dr. T. C. Routiey (Canada), consultant 
general ; Dr.\AuSTIN SMITH (U.S.A.), executive editor ; Dr. 
S. S. B. Gujper (Canada), associate editor; Dr. Je 
Maystre (Switzerland), liaison officer; and Dr. Louis 
Bauer (U.S.A.), secretary general. 


World Health Assembly.The tenth World Health 
Assembly opens on May 7 in the Palais des Nations, Geneva. 
According to the director-general’s annual report W.H.O. 
participated last year in nearly 700 health projects in 120 
countries and territories. Malaria eradication was one of 
W.H.O.’s main concerns, policy having shifted from control 
to eradication in view of the increasing insecticide-resistance 
among mosquitoes. During the mass campaigns against 
endemic syphilis and yaws—by the end of 1956 55 million 
people had been examined and 16 million treated with peni- 
cillin—a number of fatal reactions to penicillin were 
reported. W.H.O. was therefore co-ordinating research on 
the comparative value of different penicillin preparations 
and other antibiotics for such campaigns. W.H.O. con- 
tinued its co-operation with Unicef against tuberculosis, 
particularly in primitive areas. Among other measures, 
the possibility of large-scale chemotherapy was _ being 
studied. W.H.O. recommended isoniazid for its field 
studies as the only antituberculous drug cheap enough 
for a public health budget and also likely to be taken 
readily by contacts. Among other subjects discussed in the 
director-general’s report are public health administration, 
the health aspects of atomic energy, and international 
quarantine. W.H.O.’s income last year was $10.2m. from 
its active member states supplemented by an allocation of 
$5.4m. under the United Nations technical assistance 
programme. 


Royal College of Physicians.—A quarterly comitia was 
held on April 25, at which the new president, Professor 
Rospert Piatt, took the chair for the first time. The fol- 
lowing were elected to fellowship and membership, respec- 
tively, of the College : 

Fellows—M. M. Suzman (South Africa), J. L. H. Easton 
(Bedford), P. C. C. de Silva (Ceylon), C. McDowell (New Zea- 
land), A. B. Stokes (Canada), M. Hynes (London), O. A. Savage 
(London), E. C. O. Jewesbury (London), F. J. W. Miller (New- 
castle upon Tyne), G. W. Boden (London), A. Leese (Leeds), 
J. N. Morris (London). J. H. Bolton (Australia), W. R. S. Doll 
(London), G. M. Komrower (Manchester), I. M, Anderson 
(London), R. B. Evans (Cardiff), J. C. Gilson (Penarth, 
Glamorganshire), P. L. Mollison (London), W. Somerville (Lon- 
don), C. D. Needham (Aberdeen), J. M. Malins (Birmingham), 
N. D. Compston (London), J. F. Goodwin (London), A. G. 
Leatham (London), W. D. Brinton (Winchester, Hampshire), 
D. A. P. Anderson (Reading, Berkshire), E. J. Moynahan (Lon- 
don), J. M. Ledingham (London), J. A. Scott (London), P. M. F. 
Bishop (London), J. H. Biggart (Belfast), R. F. Loeb (U.S.A.), 
J. R. Paul (U.S.A.). 

Members.—L. J. H. Arthur, J. H. Baron, N. M. Bleehen, D. R. 
Coles, J. M. Duggan, H. Duncan, D. A. W. Edwards, J. S. 
Garfield, J. M. Greenaway, L. Henry, T. H. Hughes-Davies, 
M. Kingsbourne, J. J. P. Lomas, P, J. Maloney, I. D. Melville, 
P. Mestitz, M. B. Morton, I. B. Munro, A. K. M. Nawab Ali, 
J. R. Officer, A. M. Parfitt, J. Platnauer, S. Shaldon, D. H. 
Trapnell, M. P. Wilkinson, R. T. Williams, B. W. Windeyer. 
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Therapeutic Substances Amendment Regulations, 1957.— 
These regulations, which came into force on May 1, bring 
under the control of the Therapeutic Substances Act, 1956, 
absorbent haemostatic materials used in surgery ; parenteral 
preparations of tetracycline, polymyxin B, viomycin, hyal- 
uronidase, streptokinase, streptodornase, and streptokinase- 
streptodornase ; and heparin and corticotrophin and prepara- 
tions of them. These are all added to the First Schedule of 
the Act as being therapeutic substances “the potency of which 
cannot be adequately tested by chemical means.” Details 
are given of the requirements for their manufacture and test- 
ing. In addition the new regulations include a revised 
procedure for testing for pyrogens, and amendments to exist- 
ing regulations concerning B.C.G. and smallpox vaccines, 
the labelling of antibiotics, and the manufacture of polio- 
myelitis vaccine. An earlier provision that the total volume 
of a poliomyelitis virus suspension should not exceed 50 litres 


has now been amended to read “such volume as may for- 


the time being be approved by the licensing authority.” 
This amendment is stated by the Ministry of Health to 
have been agreed to by the Medical Research Council’s ad- 
visory committee. Copies of the regulations (S.I. 1957, No. 
550) are obtainable from Her Majesty's Stationery Office, 
price 9d. net. 

National Society for Clean Air.—At a special general 
meeting of the National Smoke Abatement Society on 
April 11 it was unanimously agreed that the society should 
seek incorporation as a company limited by guarantee and 
without share capital, and with the new name “ National 
Society for Clean Air.” 

Professor R. J. Kellar, professor of obstetrics and gynae- 
cology at Edinburgh University, is visiting New Zealand and 
Australia during June, July, and August as a guest lecturer. 
He has accepted invitations from the Australian Post- 
graduate Federation in Medicine and Auckland University 
College. 

Mr. Hermon Taylor, surgeon to the London Hospital, is 
to be the guest of the American Gastroenterological Asso- 
ciation at its annual meeting in Denver this month. While 
there he will also receive the Schindler award of the 
American Gastroscopic Society. 


COMING EVENTS 

Radio.—In “ Science Survey” on May 9, 16, and 23, at 
7 p.m. in the Home Service, Dr. D. R. Newrn, Ph.D., 
will speak on the biology of development. Repeat broad- 
casts on May 11, 18, and 25, at 9 a.m. 

Gideon de Laune Lecture.—Sir Henry Dave, O.M., F.R.S., 
will lecture at the Society of Apothecaries of London on 
May 14 at 5.30 p.m. His subject will be “ Medicinal 
Treatment ; its Aims and Results.” 

Croonian Lectures.—Professor G. W. PicKERING will 
deliver the Croonian Lectures on May 14 and 16 at 5 p.m. 
at the Royal College of Physicians. His subject will be 
“The Regulation of Body Temperature in Health and 
Disease.” 

Association of Police Surgeons of Great Britain.—Sixth 
annual conference at Lytham St. Annes, Lancs, May 23-25. 
Details from the hon. secretary, Dr. R. D. Summers, 69, 
Bow Road, London, E.3. 

Symposium on Trichomonas.—Organized by the French 
Society of Gynaecology, May 28 to 30, at Rheims. Details 
from Dr. R. SENECHAL, 31, rue Raynouard, Paris, 16. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures marked @. 
Application should be made first to the institution concerned. 


Sunday, May 5 

Unrverstry Hosprrat Mepicat Scnoot.—10.15 a.m., clinical 
demonstration for general practitioners Dr. D. A. Pond: Acute 
Psychiatric Emergencies in General Practice. 


Monday, May 6 
Marieoroucn Day Hosprrat.—8.15 p.m., Dr. G. D. Fraser Steele: Psycho- 
therapy in Mental Hospital Practice. Its Instruments and Aims. 
Unrverstry LONDON: DeparTMeNT oF BIOCHEMISTRY.—At Physio- 
Theatre, Gower Street, W.C.. 5 p.m., public lecture by Professor 
R. A. Alberty (Wisconsin): Kinetic Studies of Fumarase. 


MEDICAL NEWS 


British 
MEDICAL JOURNAL 


Tuesday, May 7 

BIRMINGHAM UNIveRSITY: Facutty oF Mepicine.—At Large Anatomy 
Theatre, Medical School, 4 p.m., Leonard Parsons Memorial Lecture by 
Professor Rustin McIntosh (New York): Growth and Development— 
Somatic Growth. 

INSTITUTE OF DerMaTOLOGY.—5.30 p.m., Dr R. H. Meara: Xanthomatoses. 

Lonpon Untversiry.—At London Hospital Medical College, 5.30 p.m., 
special university lecture in pharmacology by Dr. S. Udenfriend 
(Bethesda, U.S.A.): Pharmacological Studies Relating to Serotonin. 

Roya COLLEGE OF SURGEONS OF ENGLAND.—3.45 p.m., Arnott Demonstra- 
tion by Dr. R. McP. Livingston: The Placenta. 

ROYAL VETERINARY COLLEGE.—4 p.m., special university lecture by Professor 
R. A. Gregory: Some Aspects of Mammalian Gastroenterology. ; 

St. Mary’s Hosprrat Mepicat Scnoot.—At Wright-Fleming Institute, 
5 p.m., Almroth Wright Lecture by Sir Cyril Hinshelwood: Some Quanti- 
tative ‘Aspects of Bacteriology. 

West Enp Hosprrat FoR NEUROLOGY AND Neurosurcery.—S.30 p.m., 
Dr. N. G. Hulbert: neurological demonstration. 


Wednesday, May 8 

BIRMINGHAM UNtversitty: Facutty oF Mepicine.—At Large Anatomy 
Theatre, Medical School, 4 p.m., Leonard Parsons Memorial Lecture by 
Professor Rustin McIntosh (New York): Growth and Development— 
Physiological Growth. 

INSTITUTE OF DERMATOLOGY.—5.30 p.m., Dr. H. Haber: Eosinophilic 
Granulomas of the Skin. 

INSTITUTE OF DISEASES OF THE CHEST.—S p.m., Dr. R. W. Riddell: 
Fungous Infections of the Lungs. 

Oxrorp UNiversity.——-At Radcliffe Infirmary, 5 p.m., Litchfield Lecture 
by Mr. I. S. Hall: Some Aspects of the Histopathology of the Temporal 
Bone. 

POSTGRADUATE Mepicat ScHoot oF Lonpon.—2 p.m., Dr. D. A. Long: 
Relationship of the Haemolytic Streptococcus to Rheumatic Fever. 

RoyaL COLLEGE OF SURGEONS OF ENGLAND.—-5 p.m., Moynihan Lecture by 
Dr. D. J. Lyle (Cincinatti): Causes and Treatment of Exophthalmos. 

Royal Facutty oF PHYSICIANS AND SuRGEONS OF GLASGOW.—S Pp.m., Dr. 
Henry Doubilet (New York): Pathology and Treatment of Pancreatitis. 

Society FoR ENpocriInoLoGy.—At Royal Society of Tropical Medicine and 
Hygiene, 5.30 p.m., Professor C. De Duve (Louvain University): Present 
Status of Glucagon. 


Thursday, May 9 

HonymMan Gittespre Lecrure.—At Anatomy Theatre, University New 
Buildings. Edinburgh, 5 p.m., Professor W. I. C. Morris: Obstetrical 
Haemorrhage in Relation to Impaired Blood Clotting. 

INSTITUTE OF DeRMATOLOGY.—5.30 p.m., Dr. O. L. S. Scott: Inherited 
Abnormalities of the Skin. 

POSTGRADUATE MEDICAL SCHOOL OF LONDON.—2 p.m., Professor T. Pomfret 
Kilner: Investigation of Defective Speech with Special Reference to Cleft 
Palate Conditions. 

Royat oF SuRGSONS OF ENGLAND.—S5S p.m., Hunterian Lecture by 
Professor A. C. McEachern: Evolution of Safety in Prostatectomy. 


Friday, May 10 

InstiTUTE OF Heattu.—S p.m., Professor Rustin Mcintosh (New 
York): Meconium Ileus. 

@INnstiruTE oF Dexmato.ocy.—S.30 p.m., Dr. G. B. Dowling: clinical 
demonstration. 

INSTITUTE OF DISEASES OF THE CHEST.—S p.m., Dr. Brian Taylor: clinical 
demonstration. 

INSTITUTE OF LARYNGOLOGY AND OTOLOGY.—3.30 p.m., Miss Edith A. M. 
Whetnall: Care and Training of Deaf Children. 

POSTGRADUATE MEDICAL SCHOOL OF LONDON.—4 p.m., Dr. W. C. Cockburn: 
Provocation Poliomyelitis. 

ROYAL COLLEGE OF SURGEONS OF EpINBURGH.—-3 p.m., Professor M. F. A. 
Woodruff: Surgery of Replacement. 

St. Mary’s Hosprrat Mepicat Scuoot.—At Wright-Fleming Institute 
Theatre, 5 p.m., Mr. J. Suchet: Rupture of the Uterus in Pregnancy and 
Labour. 


Saturday, May 11 

Kent Paepiatric AND Heattu Sociery.—2.30 for 3 p.m., visit to 
** Rudoif Steiner "’ Schools, Larkfield Hall and the Gate House, Lark- 
field Hall. near Maidstone. 

Yorkshire SocteTy OF ANAESTHETISTS.—At Royal Bath Hospital, Harro- 
gate, 11 a.m., Dr. E. J. L. Pearce: Demonstration of Patients [ustrating 
the Use of Therapeutic Nerve Block; Dr. Olive M. G. Jones: Recent 
Trends in Anaesthesia for Neurosurgery. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 

Edwards.—On April 21, 1957, to Phyllis, wife of Dr. David G. Edwards. 
of “ Lynton,”” 1, Eaton Road, Cressington Park, Liverpool, a daughter 
—Jacqueline Mary. 

.—On April 28, 1957, at University College Hospital, London. 
W.C., to Dr. Helen (** Wendy ") Grant, wife of Dr. Alick Elithorn. 
twins—Justin Richard and Sandra Clare. 

Levy.—On April 20, 1957, at Cambridge, to Ruth, wife of Dr. J. I. Levy, 
D.M.R.D., a son. 

Shribman.—On March 29. 1957, at Royal Bucks Hospital, Aylesbury, to 
Hazel and Irving Shribman, a sister for Jonathan Andrew—Amanda 
Helene. 

Stone.—On April 18, 1957, at Wanganui, New Zealand, to Barbara Mary. 
(formerly Dana), M.B., B.S.. and Arthur Richard Stone, M.B., Ch.B., 
M.R.C.P., M.R.A.C.P., a son. 

DEATHS 

Hannigan.—On April 13. 1957. in hospital, London, Joseph Hannigan, 
M.B.. B.Ch., of Epsom, Surrey, late of Ashgrove, Highfield Road, 
Dublin, aged 52. 

Jeficoat.—On April 15, 1957, at Aldershot, Hants, Leslie Fraser Eiloart 
Jeffcoat, M.B., Ch.B., Major, R.A.M.C 

Minshull.—On April 17, 1957, at Warwick Hospital, Michael John Wilmott 
Minshull, B.M., B.Ch., of The Firs, Theatre Street, Warwick, aged 57. 

Robertson.—On Apri! 12, 1957, Arthur Robertson, M.B., Ch.B., D.P.H., of 
8. Bracken Road, Seaford, Sussex, late of Beckenham, Kent. 

Shattock.—On April 12. 1957, at 1, Burlington Gardens, Chiswick, London, 
W.. Charles Robert Shattock, M.R.C.S.. L.R.C.P.. L.D.S 

Williams.—On April 17, 1957, in a nursing home, Poole, Dorset, Harold 
Austin Williams, M.D. 
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ANY QUESTIONS ? 


Any Questions ? 


We publish below a selection of those questions and 
answers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 
submitted. 


Long-term Anticoagulant Therapy 

Q.—-After a third attack of coronary thrombosis, a patient 
has been advised permanent phenylindanedione therapy. 
How should this treatment be managed? What are the in- 
dications for vitamin Ky administration, and how effective is 
it ? 

A.—Long-term anticoagulant treatment using phenyl- 
indanedione needs the same careful laboratory control as the 
short-term treatment now widely used in the treatment of an 
attack of cardiac infarction. The aim is to reduce the pro- 
thrombin level of the blood to about 25% of normal and 
mainfain it at this level throughout the period of treatment. 
The initial dose is 150 mg., with 100 mg. on the second day 
and subsequent doses adjusted according to the prothrombin 
level. In most patients a maintenance dose of 75-100 mg. 
daily, given in divided doses morning and evening, will be 
adequate, but the actual level of the dose must be adjusted 
according to the patient’s response. 

The chief danger of anticoagulant therapy is haemorrhage 
caused by undue depression of the prothrombin level, and 
this form of treatment should not be embarked on unless full 
laboratory control is available. Using phenylindanedione, 
the prothrombin levels remain reasonably stable, and blood 
estimations at weekly or fortnightly intervals are adequate 
after the initial period of stabilization during which more 
frequent estimations are essential. 

Anticoagulants should not be given to patients with a his- 
tory of peptic ulceration, or with liver disease. If surgical 
operation is needed the drug should be withheld for three 
days prior to operation, as its effects are usually over in 48 
hours. With intercurrent illness, particularly infections, it is 
unwise to continue with anticoagulant therapy without more 
frequent prothrombin estimations. If undue depression of 
the prothrombin level occurs, withholding the drug for one 
to two days will usually result in the level rising to safe 
limits. 

The chief indication for vitamin Ki administration is 
haemorrhage or the need for emergency surgery, and the 
prothrombin level can be returned to normal quickly by 
giving § mg. intravenously or 15 mg. orally. 


Drug Treatment of Vitiligo and Hyperpigmentation 


Q.—Recent reports from the U.S.A. state that pigment- 
controlling drugs are being commercially produced now and 
are available on prescription. 8-Methoxypsoralen, under the 
trade name of “ oxsoralen,” is being used in the treatment 
of vitiligo. “ Benoquin” is said to be effective against 
hyperpigmentation such as occurs on freckled skin. How 
are these drugs used, what are their hazards, and what re- 
sults may be expected from them ? 


A.—There are considerable dangers in using local 
psoralens. combined with exposure to sunlight, for repigment- 
ing areas of vitiligo. They are potent light-sensitizers, and 
consequently acute erythematous blistering reactions often 
result following incautious exposure to sunlight after paint- 
ing the affected areas. Artificial ultra-violet light from a 
mercury-vapour source is valueless after the painting ; 
natural sunlight should be employed, and this of course 
limits the application of local therapy in this country. 

For practical purposes psoralen treatment is limited 
to the “ relative” types of vitiligo.’ In these cases affected 
areas are not entirely devoid of pigment. These types 
usually occur in dark-skinned races and are diagnosed 


clinically by the fact that the patches are not completely de- 
pigmented but are of a lighter colour than the surrounding 
skin. During treatment care must be taken to avoid hyper- 
pigmentation of the normal surrounding skin. “ Absolute” 
vitiligo—that is, lesions in which there are no dopa-positive 
melanocytes—does not repigment. Also these areas tend to 
react violently with erythema and blistering following the 
local application of psoralens and exposure to sunlight. 

The treatment of “relative cases” should begin with 
painting the affected areas with a dilute solution of psoralens. 
We used 25% of the original strength as supplied by the 
Memphis Chemical Co. ; the diluent was acetone. Paintings 
are carried out twice weekly and are combined with cautious 
exposure to sunlight. If no untoward reactions occur the 
strength should be gradually increased until a satisfactory 
repigmentation has been obtained. I have little experience 
of oral treatment with psoralens, but the cases I have treated 
have not responded satisfactorily. 

“Benoquin” (monobenzylether of hydroquinone) has 
been used for the treatment of hyperpigmentation. It may 
be used either as a lotion or as an ointment containing 5-33% 
of the hydroquinone.’ It appears that the higher concentra-* 
tions have been used with good results, but I have found these 
to be irritating to the skin. The results obtained are variable, 
and I have never had any satisfactory results myself. Some 
cases where success has been claimed may have been at the 
hyperpigmentary stage of vitiligo (this occurs most commonly 
in the darker races), the ensuing vitiligo being mistaken for 
a response to the treatment with hydroquinone. 


REFERENCES 


1 Jarrett. A., and Szabo, G., Brit. J. Derm., 1956, 68, 313. 
2 Denton, R. C., Lerner, A. B., and Fitzpatrick, T. B., 1952, J. invest. 
Derm., 18, 119. 


Death and E.E.G. Activity 


Q.—For how long after death can electroencephalographic 
activity be detected? What is its significance ? 


A.—There have been isolated observations on electro- 
encephalographic activity at death, but since the forms of 
death were very varied no general statement can be made 
in answer to the question. It is probable that where the 
onset of death is slow electroencephalographic activity ceases 
before respiration ceases. In fact in one case studied by 
Schwab’ very little electrical activity could be recorded from 
either hemisphere 14 minutes before death, although five 
minutes before death a single burst of normal alpha activity 
appeared on the left side. After respiration ceased no 
electrical activity could be detected from the head, but 26 
minutes after death moving the chest induced three abnor- 
mal beats on the electrocardiogram. In this case the electro- 
cardiogram was a better indicator of the point of death than 
study of the electroencephalogram. 

REFERENCE 


1 Schwab, R. S., Electr halography 
Saunders, London. 


in Clinical Practice, 1951. 


Nodular Vasculitis 


Q.—A woman of about 48 has had her year-old skin 
lesions diagnosed after biopsy as nodular vasculitis. What 
relationship has this condition to periarteritis nodosa, and 
could it account for a coincident menorrhagia ? 


A.—Nodular vasculitis was described by Montgomery, 
O’Leary, and Barker’ as a non-tuberculous form of 
erythema induratum in which painful persistent or recur- 
rent nodular lesions which seldom ulcerate occur chiefly 
on the calves, usually in women over 30. Histologically 
there is a vasculitis with obliterative changes affecting both 
arteries and veins, together with fibrosis of, and collections 
of giant cells in, the subcutaneous fat. The absence of dis- 
tinct tubercles helps to distinguish this condition from ery- 
thema induratum, but prolonged observation of the case is 
advisable before making a firm diagnosis. Treatment is rest 
in bed with elevation of the legs. 
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The condition is distinct from periarteritis nodosa, in 
which systemic manifestations are usually also present. | 
know of no association between nodular vasculitis and 


menorrhagia. 
REFERENCE 


' Montgomery, H., O'Leary, P. A., and Barker, N. W., J. Amer. m:d. 
Ass., 1945, 128, 335. 


Refusal of Post-mortem Examination 


. 

Q.—Relatives of patients who die in hospital may refuse 
permission for a post-mortem examination for a variety of 
reasons. What can be done to obtain such an examination 
in a hospital patient where necropsy may be important from 
a scientific or research point of view? Can the doctor 
decline to sign the death certificate on the grounds that the 
cause of death is insufficiently known or understood ? What 
is the legal position ? 

A.—Except when the death has to be, or has been, re- 
ported to the coroner or procurator fiscal, it appears to 
be the right of the relatives to grant or refuse permission 
for a post-mortem examination. Refusal, for which reasons 
need not be given, is then a bar to examinations which are 
conducted solely for clinical or scientific purposes. 

It is the statutory duty of a doctor in attendance upon 
the deceased during his last illness to issue a medical certi- 
ficate of cause of death. To bring pressure on relatives to 
permit a post-mortem examination by declining to sign the 
death certificate merely on the grounds that the cause of 
death is not exactly krown would thus be illegal as well 
as utterly reprehensible. It is not a course of action to be 
recommended in any circumstances. 

Whenever it is desired to make a post-mortem examina- 
tion solely for clinical and scientific purposes, the executor, 
next of kin, or nearest available relative should be asked 
to give consent in writing. Experience has shown that, 
where the duty of obtaining consent is allocated to a care- 
fully chosen official, refusals are rare. On the contrary, 
the relatives, properly approached, are usually most co- 
operative ; most of them readily appreciate the potential 
scientific value of the examination. 


Food Allergy in a Child 


Q.- Since being weaned a 2-year-old boy has suffered 
severe allergic oedema of the face and limbs and asthmatic 
attacks whenever given any food other than sova meal. The 
slightest dietary indiscretion brings on an attack. What can 
he done to help establish a more normal diet ? 


A,—tThe information submitted is insufficient to enable 
specific advice to be given in this difficult case. Other 
factors besides foods could be causing some of the symp- 
toms, and it is hard to believe that every food except soya 
meal provokes an allergic reaction. Presumably the child is 
allergic to cow’s milk, and that is why soya meal was intro- 
duced into the diet. Egg, fish, and orange juice are other 
common sensitivities at this age. 

If a child is allergic to a food, then the eating of even 
a trace of that food may cause allergic reactions. It is 
therefore important to be especially careful of all “ made- 
up” foods which might contain traces of the food or foods 
to which the child is allergic. By careful attention to the 
diet on these lines the number of basic foods to which a 
child is apparently sensitive may be reduced and the prob- 
lem narrowed, Foods rarely causing allergic symptoms in 
children are sugar, synthetic vitamins, meats (especially 
lamb), rice, tapioca, and olive oil. Occasionally children 
allergic to cow’s milk will tolerate evaporated or well-boiled 
cow's milk and quite a proportion will tolerate goat's milk. 
Soya-bean milk is of course an accepted substitute for milk, 
as also are “ meat-base milks,” in which meats are used as 
the protein base. For a full and comprehensive account of 
the detailed management of food allergies in children 


Allergy in Childhood, by Jerome Glaser (Charles C. Thomas, 
1956), is recommended. 
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NOTES AND COMMENTS 


Drugs for Tension and Anxiety.—Dr. G. R. Fryers (Medical 
Director, John Wyeth and Brother Ltd., London, N.W.1) writes: 
The expert’s answer on drugs for tension and anxiety (“ Any 
Questions ? ” March 30, p. 777) needs comment. The only 
published comparison of amylobarbitone and meprobamate’ re- 
sulted in about the same proportion of patients improving on 
each drug. However, this simple statement conceals the fact 
that it was not the same patients that were improved; the 
differences in action were commented on. The statement that 
meprobamate is certainly more dangerous than barbiturate is not, 
so far as I can trace, based on published observations. The 
reference quoted by your expert? only lists 17 troublesome 
but non-fatal side-effects collected from the literature. This is in 
marked contrast to the numerous reports of fatalities with 
barbiturates (for example, 184 accidental deaths from barbitur- 
ates in 1954"), Additionally, the very large number of successful 
suicides with barbiturates (391 suicides with barbiturates in 1954*) 
is in marked contrast to the total lack of reports of suicides with 
meprobamate, despite many attempts. The observation that 
barbiturates in sedative doses impair judgment and make it in- 
advisable for a patient to undertake responsible tasks results in 
them being less suitable than meprobamate for use in patients 
leading active lives. Very large quantities of meprobamate have 
been safely used in the U.S.A. and elsewhere. In this country 
many patients have been treated with meprobamate ; the number 
is now well into six figures. The occurrence of minor reactions 
and the absence of fatal complications must be set in perspective 
against the very great usage of the drug. 


REFERENCES 
1 West. E. D., and da Fonseca, A. F., British Medical Journal, 1956, 2, 


2 British: Medical Journal, 1956, 2, 1227. 
’ Brooke, E. M., Lancet, 1956, 1, 150. 

Our Experr replies: I would not agree that suicide should be 
included among the complications of any drug. By a complica- 
tion we normally mean an unexpected injury to health following 
the administration of the drug in normal doses. Dr. Fryers’s 
observations become even less relevant when it is noted that he 
speaks of barbiturates whereas | was writing simply about amylo- 
barbitone. The figures he takes from Miss Brooke’s well-known 
article also refer to barbiturates in general, and there was 
nothing in Miss Brooke’s paper to indicate what type of 
barbiturate had been used to cause death. A fairly extensive 
experience in a general hospital leads me to believe that most 
accidental deaths and must suicidal attempts from barbiturate 
involve dangerous members of the groups such as phenobarbi- 
tone or barbitone sodium. _Amylobarbitone is used wherever 
possible because very large quantities of it can be tolerated, and 
it is difficult to commit suicide with it. I do not know who has 
observed that amylobarbitone in sedative doses impairs judg- 
ment, for I am sure this is not so. I hope Dr. Fryers will feel 
able to agree with my very moderate claim for amylobarbitone. 
If we were talking about barbiturates in general, I would agree 
with everything he says. 


Books of “ Any Questions ? ” and Refresher Course Articles.— 
The following books are available through booksellers or from 
the Publishing Manager, B.M.A. House, Prices include postage. 
Any Questions ?, Volumes 2 and 3 (8s. each); Refresher Course 
for General Practitioners, Volumes 2 and 3 (26s. 6d. each inland. 
26s. overseas): Clinical Pathology in General Practice (22s. 3<. 


inland, 21s. 9d. overseas). 


All communications with regard to editorial business should be addressed 
to THE EDITOR, British Mepicat Journat, B.M.A. House, Tavistock 
Souare, Lonpon, W.C.1. Tererpnone: EUSTON 4499. TrLecramMs: 
Aitiology, Westcent, London. ORIGINAL ARTICLES AND LETTERS 
forwarded for publication are understood to be offered to the British 
Medical Journal alone unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Publishing 
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SPECIAL CONFERENCE OF LOCAL 
MEDICAL COMMITTEES 
CONSTITUENTS TO BE CONSULTED 


A special Conference of Local Medical Committees, called 
to consider the reports and recommendations of the G.M.S. 
Committee on the remuneration dispute (see Supplement, 
March 23, p. 123, and April 27, p. 225), met in the Great 
Hall of B.M.A. House on April 30. Dr. A. BEAUCHAMP was 


in the chair. 

The Conference had before it a report on the latest devel- 
opments in the situation which had occurred since the publi- 
cation of the G.M.S. Committee’s supplementary report 
(Supplement, April 27, p. 225). These developments con- 
sisted in a legal opinion on the effect of the public state- 
ments made by the chairman of the Royal Commission and 
a letter from the Minister of Health, Mr. D. Vosper, M.P., 
to Dr. S. Wand, chairman of Council of the B.M.A., follow- 
ing on conversations which they held on April 25. The 
letter was. as follows: 

Dear Dr. Wand, 

I was glad of the opportunity of a long talk with you yesterday 
and I hope you feel—as I do—that it is that kind of informal 
and personal discussion which does most to clear away 
misunderstandings. 

First, let me confirm what I said to you when I assured you 
that, following the report of the Royal Commission, there will 
be full consultation with the profession before implementation 
of any of its findings and that such consultation could of course 
include any matters relevant to the report or the present dispute. 

Second, you seemed to fear some inconsistency between the 
terms of reference of the Commissior and the public statements 
issued by its Chairman. I can certainly reassure you here too. 
It is normal that the interpretation of the terms of reference of 
a Royal Commission should be a matter for its Chairman and 
the Commission, and you can certainly regard the public state- 
ments which have been issued as having full validity. 

Finally, I have thought—as you asked—about the position of 
the public health medical officers. I cannot add anything of 
substance to what I said in my letter of 17th April on this, but 
let me repeat that I am sure that any settlement for others, 
following the Commission’s report, could not fail to be taken 
into account in considering the position of these officers and any 

j claim through the normal machinery would of necessity be con- 
sidered in the light of the report and of any settlement subsequent 
to it. 

I do hope that these remarks, and our talk yesterday, will help 

to rid us of unnecessary apprehensions. 
Yours sincerely, 
Dennis VOSPER. 


Committee’s Change of Mind 
Dr. A. B. Davies, chairman of the G.M.S. Committee, in 
presenting his Committee’s report, said that at an emergency 
meeting held that morning, immediately before the Confer- 


ence, his Committee had considered these latest develop- 
ments and had heard a report from Dr. Wand. As a result, 
the Committee, by a narrow majority (24 votes to 22), had 
decided to recommend to the Conference 

That in view of the latest developments evidence should now be 
given to the Royal Commission and a decision on withdrawal 
from the Service should be deferred. 

This recommendation was in substitution of the Com- 
mittee’s recommendation on the agenda 

That, in the view of the Conference, in present circumstances 
it is undesirable that the General Medical Services Committee 
should co-operate in any way with the Royal Commission on the 
remuneration of doctors and dentists. 

Dr. Davies told the Conference that the new recommenda- 
tion represented the majority view of the G.M.S. Committee 
that the new developments shortened the bridge likely to 
lead to a resolution of the present difficulties. 

Dr. WanpD gave the Conference an account of recent 
happenings. He said the public statement by the chairman 
of the Royal Commission, that that part of the Royal Com- 
mission’s task which consisted in determining what should 
be the proper current levels of remuneration of doctors and 
dentists would include hearing submissions from those pro- 
fessions as to the remuneration they were now claiming, 
was the first time it had been mentioned that the profes- 
sion’s claim would be before the Commission. Dr. Wand 
stressed what he felt was an important promise in the 
Minister’s letter, that there would be full consultation with 
the profession before implementation of the Royal Com- 
mission’s findings. The Minister, said Dr. Wand, would not 
promise negotiation because he felt it would be discourteous 
to the Royal Commission to assume that its report would 
not be acceptable. Dr. Wand also underlined the Minister’s 
assurance that the public statements by the chairman of the 
Royal Commission were fully valid. 

Turning to the question of the exclusion of public health 
medical officers from the terms of reference of the Royal 
Commission, Dr. Wand told the Conference that the Minister 
had said to him what he had repeated in his letter. 

In Dr. Wand’s opinion the Government would go no 
further than it had now gone in meeting the profession’s 
wishes. One thing was clear: the Royal Commission would 
not act as an arbitration body on the present claim. The 
Chairman of Council concluded by saying that he would 
not give a personal opinion on the situation. It was up to 
“those who have knowledge of the periphery to decide.” 


Decision Deferred 
An amendment by Edinburgh that the decision whether 
or not to co-operate with the Royal Commission should be 
reached by way of a referendum of all general practitioners 
in the N.H.S. was withdrawn. 
2728 
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Whereupon Dr. J. A. PripHam moved, and Dr. F. Gray 
seconded, 

That the special Conference realizes that local medical com- 
mittees and the profession generally have not had an oppor- 
tunity of considering the statement of the chairman of the Royal 
Commission or the letter from the Minister of Health to the 
Chairman of Council of the B.M.A. and therefore defers deci- 
sion on the recommendation to give evidence to tne Royal 
Commission until the Annual Conference in June. 

Dr. PRIDHAM, speaking to the"amendment, pointed to the 
division of opinion in the G.M.S. Committee in a hurried 
meeting. There must be an interval for reflection. Dr. 
Gray, seconding, said that the Conference had no need to 
come to a decision so hastily as the G.M.S. Committee had 
had to. There was time for representatives to consult their 
constituents. Dr. A. M. MAIDEN was sure that there was 
nothing to lose by continuing to say no for the time being. 
and nothing to gain by saying yes now. Democracy should 
be allowed to work. As a representative, Dr. D. R. SNELL- 
GROVE felt he was not in a position to vote for the G.M.S. 
Committee’s recommendation to give evidence to the Royal 
Commission. He must ask his constituents. Drs. C. M. 
Scott, J. F. Mitier, O. C. Carter, CATHERINE HARROWER, 
and ANNIS GILLIE were among those who spoke strongly in 
favour of Dr. Pridham’s amendment, while Drs. A. T. 
Rocers, B. Carpew, J. C. ARTHUR, and ALEX BROWN were 
among those who spoke in favour of the Committee’s recom- 
mendation. Dr. I. D. Grant, chairman of the Representative 
Body, asked the Conference to vote in favour of referring 
the matter to its constituents before deciding to give evidence 
to the Royal Commission. To decide to give evidence, in 
Dr. Grant’s opinion, would be tacitly surrendering to uni- 
lateral dictation. The Government had refused to negotiate 
or discuss anything with the profession. The Royal Com- 
mission was thrust on them. “Are we to be servants or 
equal partners in the Health Service ?” Dr. Grant asked. 
The matter was now one of principle. 

Dr. Davies earnestly asked the Conference to accept Dr. 
Pridham’s and Dr. Gray’s amendment. 

The amendment was carried, and it was then carried as the 
substantive motion in place of the G.M.S. Committee's 
recommendation. 


Interim Adjustment 


During the afternoon session the Conference debated the 
G.M.S. Committee’s recommendation that the Government 
be informed that it was the wish of the Conference that the 
5% net increase to the aggregate net remuneration of general 
practitioners, arbitrarily decided upon by the Government, 
should be placed in a suspense account. 

An amendment by Berkshire that the interim offer of 5% 
should be accepted without prejudice was eventually carried, 
together with a rider to it in the form of an amendment by 
Kent and Canterbury that immediate negotiations should 
be entered into with the Ministry upon the best way, of 
distributing the 5°, so as to give the most effective help to 
the greatest number of practitioners. The Berkshire amend- 
ment was then carried as the substantive motion, with the 
Kent and Canterbury amendment added as a rider. 

Since the Journal went to press on the same day as the 
Conference, a further report of the Conference proceedings 
will appear in the Supplement next week. 


CENTRAL CONSULTANTS AND 
SPECIALISTS COMMITTEE 
CO-OPERATION APPROVED 


The Central Consultants and Specialists Committee passed 
the following resolutions at its meeting on April 30: 


(1) That in view of the changed circumstances arising from 
the explanation and amplification of the terms of reference of 
the Royal Commission on Doctors’ and Dentists’ Remuneration 
contained (a) in the letter dated April 11 from the Prime Minister 
to Sir Russell Brain, (6) the statement issued by the chairman 


of the Royal Commission on April 12, and (c) the letter dated 
April 26 from the Minister of Health to Dr. Wand, the Central 
Consultants and Specialists Committee now approves of co- 
operation with the Royal Commission, and is glad to find itself 
in agreement with the General Medical Services Committee in 
this regard. (Carried unanimously.) 

(2) That the Committee, while agreeing to give evidence before 
the Royal Commission, reaffirms its belief in the justice of its 
present claim for increased remuneration, and that in the mean- 
time negotiation followed if necessary by arbitration remains 
the proper method by which this and kindred disputes between 
the profession and the Government should be settled. 

(3) That although recognizing the complexity of the position of 
public health medical officers, the Committee regrets their exclu- 
sion from the terms of reference of the Royal Commission, and 
promises its full support for any action which can be taken to 
achieve improvement in their remuneration. 


A report of the Special Representative Meeting held on 
May | will appear in the Supplement next week, since this 
issue went to press before the meeting. 


CONFLICT IN SWEDEN 
MEDICAL STAFF RESIGN 
[FRoM A CORRESPONDENT] 


In a large number of Swedish cities and towns, doctors, 
architects, judges, and other professional workers have left 
their positions after due notification. In addition, a blockade 
has been proclaimed against employer appointment of 
replacements to fill vacancies due to pensioning, etc. On 
April 8, more than half the junior staff physicians and all the 
out-patient clinic doctors in Gothenburg resigned after giving 
the stipulated one-month period of advance notice. 


All Learned Professions 


These measures form a part of the present labour con- 
troversy between S.A.C.O. (the Central Organization of 
Academics in Sweden), representing university-trained man- 
power in the professions—and of which the Swedish Medical 
Association is an important affiliate—and the municipal 
employers of Sweden. The conflict is thus concerned with 
the working conditions of all those in the learned profes- 
sions, and not merely with similar conditions in the medical 
profession. Its causes may be briefly summarized as 
follows : 

(1) Since the end of the war employees in public service 
(central and local government) have suffered a deterioration 
in their employment benefits as compared with employees in 
private enterprise. 

Where university-trained manpower is concerned, the 
deterioration in certain cases is not only relative but also 
absolute. In the autumn of 1956 the central government 
revised the pay scale for’its employees in order to compen- 
sate them for a salary lag of several years’ standing. Since 
central and local governments principally follow the same 
kind of salary-setting system, it was generally expected that 
municipal employees would receive similar increases. How- 
ever, the municipalities were willing to grant certain profes- 
sional categories at the upper end of the pay scale no more 
than negligible increases, which were far below those 
approved by the central government. Certain judges, archi- 
tects, engineers, librarians, and doctors were hardest hit by 
this restriction. 

(2) The local authorities want the organized professional 
workers to agree to the reduction of their regular salary by 
20 to 25% whenever collective bargaining has failed to 
produce a pay settlement and a labour conflict is imminent. 
This reduction, which the professional workers are supposed 
to acknowledge as a legitimate weapon of the municipal 
employer in such a conflict, would affect all members of 
S.A.C.O. Yetrat the same time the employer would require 
the same output of work from those who do not take a more 
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ictive part in the conflict by virtue of having resigned or 
given notice of resignation. S.A.C.O. is unwilling to accept 
these terms. 

The present conflict is most strongly marked in Gothen- 
burg, where the resignation of doctors is directed against 
both open (non-institutionalized) and closed (hospitalized) 
care. About 100 junior staff physicians and 40 out-patient 
clinic doctors have left their positions. 


Service to the Patients 


The medical side of the controversy naturally has its own 
aspects. For one thing, conflict measures cannot be per- 
mitted to endanger the lives and health of the sick. It has 
therefore been a concern of the medical profession and of 
S.A.C.O. to make arrangements for consultation and treat- 
ment facilities to replace the open care attached to out- 
patient clinics and hospitals, which of course have been prac- 
tically shut down as a result of the conflict. The junior staff 
physicians involved have set up provisional offices where they 
can receive patients on a private basis. Another emergency 
arrangement is the private surgical clinic opened by 12 
doctors, four of them roentgenologists, who are assisted by 
18 nurses. This clinic handles between 300 and 500 patients 
a day and maintains round-the-clock shifts of doctors for the 
treatment of minor accident cases. Private consultation 
facilities in medicine, paediatrics, and psychiatry have also 
been set up by other doctors who have left their regular 
employment. 

In addition to this shut-down of hospital open care under 
municipal auspices, closed-care services have been sharply 
curtailed. Only the most urgent cases are admitted to hos- 
pital. In conjunction with Gothenburg’s leading hospital, 
Sahlgrenska, the doctors have set up their own “ screening 
centre,” which decides in each case whether a patient must 
be hospitalized or not. If hospitalization is not considered 
absolutely necessary, the patient is referred to private practi- 
tioners or to the private facilities of junior staff physicians. 
About half of the junior staff physicians, who ordinarily 
would have resigned with their colleagues, have been 
allowed to remain in service so as to perform this screening 
work, to assist senior staff physicians in treating hospitalized 
cases, and to take part in on-shift duty. Inasmuch as these 
duties come under the heading of safeguarding the public 
interest, S.A.C.O. has made it a condition that no deductions 
are to be made from their pay. Up to the present time the 
doctors continuing in regular service have been receiving full 
pay. 

Public Reaction 

Though the present conflict is an acute one, it has struck 
a neat balance between the taking of measures severe enough 
to put pressure on employers and yet not so severe as to 
endanger the lives and health of patients. As a result the 
community at large has not seen fit to impose compulsory 
‘settlements on the doctors through legislation—-a step that 
has been threatened in previous conflicts. 


PRIVATE PRACTICE COMMITTEE 


A meeting of the Private Practice Committee was held at 
‘B.M.A. House on April 10, 1957. Dr. A. BRowN was in 
‘the chair. 

Drugs for Private Patients 


It was reported to the Committee that at its last meeting 
‘the Council had agreed that at an appropriate time in the 
future discussion should be initiated with officers of the 
Ministry of Health on the provision of drugs for private 
patients. 

It was resolved to submit to the Council that the present 
‘time was particularly appropriate for representations to be 
made to the Ministry of Health on the subject of drugs for 
‘private patients. 


Remuneration Claim 


Though the present remuneration claim and dispute with 
the Government were strictly a matter for those doctors 
employed within the National Health Service, the Committee 
considered that there would be many medical practitioners 
not engaged in any way in the National Health Service who 
would wish to give tangible support to their colleagues in 
their present difficulties, It was therefore suggested that it 
should be made known that all members of the profession, 
whether engaged in N.H.S. work or not, could subscribe to 
British Medical Guild funds. 


Fees for Examination of Prisoners 


A report was received that the Treasury had confirmed 
that the Prison Commissioners would pay a fee of £3 3s. 
a session for the examination of prisoners for fitness for 
Borstal, preventive detention, or corrective training. In the 
event of examination in single cases only the fee would be 
15s. per case, except when an examination and report was of 
particular intricacy or took an unusual length of time, when 
the fee would be within the range of £1 5s. to £2 2s. “ 


Parking Difficulties 


Following a meeting with officials of the Ministry of 
Transport it was reported that it seemed doubtful whether 
there would be agreement to special privileges for any parti- 
cular section of the community. The Ministry officials’ 
attention had been drawn to the difficulties experienced by 
doctors in carrying on their practices because of the restric- 
tions on traffic. On the question of emergency calls, 
however, it was possible that some change in favour of 
doctors might be effected. The Ministry had undertaken 
to consider all the points made at the meeting. 


N.H.S. Pre-employment Examination 


The Committee considered correspondence which had 
taken place with the Ministry of Health on the fee for a 
medical examination and report on employees of the 
National Health Service. It was felt that the position was 
not satisfactory, and it was agreed that representatives of 
the Committee should go to the Ministry to take up the 
matter. 


Certificates for Fitness under National Assistance Act 


The growing practice of the National Assistance Board in 
requiring certificates for unfitness for work to support claims 
for National Assistance had led to criticism from a number 
of areas. It was proposed to ask the Board to refer these 
cases to appropriate independent medical boards, 


Domiciliary Visits for Ministry of Pensions 


It was reported that the Ministry of Pensions and 
National Insurance had agreed to pay half the normal fee 
for abortive visits from a date to be announced shortly. 


Increased Fees 


It was reported that an increased fee of £1 17s. 6d. would 
be paid for examinations of persons in the following cate- 
gories: prospective employees, Ordnance Survey Office ; 
candidates for probation training, Home Office ; prospective 
employees, U.K. Atomic Energy Authority ; temporary 
officers, scientific grades, Ministry of Supply ; non-industrial 
staff, National Coal Board. 


Arrangements have been completed for paying new allowances 
to seriously disabled war pensioners. The allowances affect some 
77,000, mostly first world war veterans. Those aged 65 or over 
suffering from 40% or over disablement have an age allowance, 
depending on the degree of disablement, ranging from 5s. to 15s. 
a week. Comforts allowances have been raised in some cases 
from 10s. to 20s. a week, and are payable to some 13,000 
pensioners previously ineligible but getting either the unemploy- 
ability supplement or constant nce allowance. 
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Taste I.—Age Distribution at June, 1956, of Consultants and S.H.M.O.s (Great Britain) 
General Diseases of Mental Paedia- Radio- Physical Infectious Dermato- . 
Year | Medicine | the Chest Health | Neurology| “rics Radiology | therapy | Medicine | | “Diseases hey 
Birth Per- Ses- Per-| Ses- | Per- | Ses- | Per-| Ses-|Per-| Ses- | Per- Ses- | Per-| Ses- | Per- | Ses- | Per-| Ses- | Per-| Ses- | Per-| Se 
| sons | sions |sons| sions | sons | sions | sons sions} sons | sions |sons| sions | sons/| sions | sons | sions} sons | sions | sons sions | sons| sions 
1886 | = 1 10 Th 
1887 1 | 6 | 1 | 7 1 2 2 Mi 
mi 31 4 | | 3} it] a] 
3 33 | | 1 4} 3/ 18 y Th 
1891 7; 92; 2) 22) | | a] 6 46 | 1} 7] so} 2] ar] 3] 
| 7| 67 | 3{ 22] 6] 35} 26) 3 4 ing 
1893 25 4| 44 41 I 3 6} 94 1 | 2 55 3 24) 4 22 Bri 
1894 | 15 | 80 | 7 60 il 77 5 7 57; 1 7 | 95 6 50 7 | 37 
1895 18 111 | 10 104 12 101 1 4 3) 18] 10 100 | } 2] 10] 17 114 5 40 1 | 8 
1896 | 20 142 9 82 17 127; 1 $ | 31 il 99 2 22; 1] 6) 16 147 4 36 7 | 42 cor 
1897 29 178 | 10 89 | 24 194 | 1 4 4 14, 134 3 18 2 14) 103 4 24 36 
1898 30 195 108 | 28 259 | 7 38} 16) 113) 3 30| 1 | 12 106 7 67 8) 40 the 
1899 27| 167) 17| 169!) 31 | 282 4| 25 3} 26] 18 126| 6 9! 63) 24 161 5 6 33 ont 
1900 $2 302 | 22 217 37 335 2} S| 9] 33] 120 3 33) 2) 18 160 | 9 49 10 48 
1901 40 265 | 20 187 34 338 | 26; 22] 194 4 40 23] 18 163 | 14 8 41 eat 
1902 29 186 | 32) 343 33 312 5 $3} 12) 3} 29) 3] 16) 11 87 4 21 | 
1903 37| 247| 300 28 240 42| 6 31] 96) 3 32} 3] 14 | 20 180 5 34 7 38 
1904, 39 | 19) 195 31 306 3| 27 | 4 40 | 10 84 | 4 8| 17 135 5 6 37 sp 
1905 | 35 299 | 25) 236 40369 2} 19 6} 30] 13) 3) 28) 27 247 1 4 30 fi 
1906 38 | 265| 20 204 40 358 2) 10 6 3 31 6| 45| 23 195 5 30| 28 £ 
1907 | 468) 26 258 38 366 31] 11 10| 105 2 22 | 3} 31) 29 192 5 2; 7) 3 
1908 | 22 232; 44 425 38! 13 118 8) | 6 47 3} 20; 20 186 5 ¢). 
1909 | $2 363 | 22) 207| 32 | 313 6| $2] 12 80 15 126 3 22; 3] 22; 29 223 4 4 20 sp 
1910 52 413 | 26 274; 39 384 14] 15 138 | 19| 184 | 6 59} 3] 35 317 1 2] 11 65 tre 
1911 51 361| 43| 438) 41 397 15 8 66| 16) 9 87 28) 34 267 4 25 8 56 h 
1912 2 238 50 471 66 | 27; 253) 4) 4 2!) 16: 43 386 7 60 8 62 
1913 | $0 43 458 | 38| 348 7 | s7| 9) 24 248; 119 S| 34| 37 333 3 33 7 42 
1914| 61 | S03 | 44 464 50 463 wi 90 32 326 | 146 S$} 52] $2 465 5 39 8; 68 
1915 68 | SI8| 45 462 52 $21 5| 47] 14 116 | 27 240 4 40 8| 55| 478 3 19 8) 
1916 54 420 | 55 595 45 430 3} 16 140 | 34 337 72 33| 4 | 55 34 
1917 42| 331| 37 395 391 | 6| 45| 14 128 | 21 205 Il 4 28| 49 449) I 2 3 26 
1918 32} 219| 37 36 359 | 16 129 | 20 196 | 106 8| 78) 40 383 | 1 | 11} 86 
1919 | 32 216 | 26 36 342 2) 4 8 50 | 23 211 | 10 94 | 6 37; 331| 2 17 6| 41 
1920| 28 185 | 27| 38 350; 1! 8 9 71 13 130 88 | 3! 24| 40 339 
1921 16 85 | 25 273} 23| 231 3} 29] 20| 208 88 2| 34] 284 2 22 2 16 
1922 9}; 18 | 193 | 306 2 3 9| 14 6 61 | 23| 218 2 22 1 
1923 3 26 | 13 143 | 16 162 | | 10 | 4! 36 2) 86 
1924 | 4 27| 7| 774 2] 22 It} 99 il 
1925 2 22 4| 44 12 | 126 | | | | 
1926 | 2 22 | 3} 33 | |; 3] 22 = 
1928 | 3 
' Totals | 1,178 | 8,389 | 793 | 8,162 | 1,063 | 9,967 al 76 | $50 | 253 “253 | 1,871 | 536 536 | 4,948 | 167 | 1,623 5/108 104 "798 | 8 879 | | 7,582 | 136 | 1,033 | 190 | 1,182 31 
3 
I—contd. 3 
: Ortho- Ear, Nose Obstetrics 
| Ophthal- General Neuro- Plastic Thoracic 
Year Venereology | mology Surgery Anaesthetics surgery Surgery Surgery Totals 
Birth | per. | Ses- Per-| Ses- Per- | Ses- | Per- | Ses- | Per- ls Ses- | Per- | Ses- | Per- | Ses- | Per- Ses- | Per- | Ses- | Per-| Ses- Per- Ses- 
sons | sions | sons| sions sons | sions | sons sions | sons | sions} sons sions] sons | sions} sons | sions | sons | sions | sons| sions sons sions 
“1886 | 1; 2 13 
1887 2 7 8 25 
1888 2 | 4 1 | 2 1 | il 35 
| 1| 4 2 2} 2] 1 9 143 
2 3 12} 10 62 19 1 1 5 
1893 4} 15 83 23 172 il 83 | 3, | 1 10 6 41 6 39 132 | 904 
1895 - j 2) | 
1896 40 | 13| 90 25| 206) 23 134 I 2 | il 4 84) 10 75 189} 1,407 A 
89 b 2 25 | 2 | ¥ 
1899 4| 203) | 357 28 +179 i| 9 6 11} 80] 17 137 295 | 2,206 
2 | <5; -| « 
1902 | 10! 20| 129 | | 43| 279| 2] 17] 3 19) 4 20 | 14 110 19| 25| 196] 338 | 2.395 
| 365 2 4 | 
903) 3) ‘el Sel as of 7) 73) ato | 393 | 2331 t 
1905 | 11 72| 21| 132) 37 253 | 36 270 3 | 3 | 303 | 2.458 I 
39 85 48 | 403 3 0S 18 | 310 | 2,582 
1908 7 53} 19 145 47| 380 41 30 | 2 | 2,92 ‘ 
1909 | 4| 25| 24| 144, 38/ 335) 32| 278) 4 2| 8] 16! 137 | 243| 354 2:916 ‘ 
i910; 9 80) 25) 167 69 567 32 251 | 1| 4 4| 34 | 21 197) 13) 100 | 25 193 411 3,503 
912 34 | 2 | | 3 
i913 5 $3| 19 | 508 46 6| 58 18 39! 2 228 13| 124 293 451 4,033 t 
1917| 4 36| 24| 154 37 274; 61 6| 62 3} 27| 9] 84] 18| 181) 13 107 | 19 142 423 | 3,689 
1918 | 2 12) 84 27 | 226 43 | 385 | 2! 20| 7] 60 12 9 16 125 349 | 3.079 
1919 2; 17] 91 171 26 236 2} 20 | 38) 14 128; 12] 104) 16 110 302 | 2,553 
1920; 35 105{ 47 425 2] 20 4| 35/ 95| 42 47 286 | 2,401 
1921} 2} 22) 56 8 47 32; 304) 1 | 4| 3) 7 73; 7 39 219 | 1,955 
1922 1 | 11 40 30 37| 349) 2 22 3] 171 1,879 
1923 1 10} 11 58 | 2 | 22 215 | o] 1 | 9 | 1 il 97 874 
1924 | 1 | 3 7 35 | 18 171 | | | ' 60 | 539 
1925 4 | 6 | 1 il 115 | | 34 313 
1926 | |} 2 1 | 4 44 | | 13 22 
1927; 1 mit) | | 3 | 20 | | 3s 
1928 | | 
Totals 172 | 1,261 | $92 | 3,736 1,193 i 9, 180 | 1,131 | 9,196 | 53 | 496 | SI | 417 | 98 | 830 428 3,764 | 385 3,087 | 590 | 4,612 | 10,068 | 82,684 
‘ 
Nores: (1) ) Consultants and S.H.M. oO. s practising in more than one specialty have been included under each. (2) Table includes honorary staff (but see note (4) ). 
Q) Dentiotry is excluded. (4) Sessions of honoraries are excluded. 
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CONSULTANTS AND OTHER SPECIALIST 
STAFF ENGAGED IN NATIONAL HEALTH 
SERVICE HOSPITALS 


The accompanying tables have been made available by the 
Ministry of Health and Department of Health for Scotland 
as being of interest to the medical profession generally. 
They may be of special interest to those who are intend- 
ing to train as specialists. All the figures relate to Great 
Britain. 

Table I shows the age distribution at June 30, 1956, of 
consultants and senior hospital medical officers practising in 
the various specialties. It shows also the numbers of paid 
sessions undertaken by the consultants and S.H.M.O.s in 
each specialty for each year of birth. 

Table II shows the numbers of consultants in each of the 
specialties year by year from 1949. The corresponding 
figures for senior hospital medical officers are not available. 

Table III shows the number of senior registrars in each 
specialty on June 30, 1956, at the various stages of their 
training. The column headed “Others” includes those 
holding “ transitional ” posts. 


TasBLe III.—Senior Registrars in Great Britain on June 30, 1956 


Training Plan Others* Geant 
| Ist | 2nd | 3rd | 4th Total 
Year Year | Year | Year Total | Total 
General Medicine .. 39 40 30 27 | 136 68 204 
Diseases of the Chest 12 | 18 il 8 49 4 53 
Mental Health = 49 32 20 9 | 110 12 122 
Neurology 2 5 12 2 14 
Paediatrics 4; 8 7 5 24 12 36 
Radiology 25 15 16 8 64 3 67 
Radiotherapy 4 5 4 3 16 — 16 
Physical Medicine 3 4 2 1 10 — 10 
Pathology .. ss 16 17 14 16 63 40 103 
Infectious Diseases .. 2 1 = 1 4 2 6 
Dermatology. . 2 3 a 7 16 13 29 
Venereology .. < 1 i 1 1 a 2 6 
Ophthalmology as 19 18 12 5 54 ll 65 
General Surgery... 47 41 31 26 45 66 211 
Anaesthetics . . Sa 39 19 il a 73 6 79 
Neurosurgery > 2 6 2 2 12 3 15 
Plastic Surgery ah 1 a 2 2 9 8 17 
Thoracic Surgery 5 5 6 3 19 10 29 
Orthopaedic Surgery 22 18 8 6 54 il 65 
Ear, Nose, and Throat 
Surgery .. ame 17 9 9 5 40 7 47 
Obstetrics and Gynae- 
cology . an 17 24 17 9 67 34 101, 
Totals .. | 328 | 291 209 | 153 | 981 314 | 1,295 


* Includes 93 honorary and 26 part-time senior registrars. 


TaBLe II.-—Number of Consultants in Each Specialty at Various Dates since December 31, 1949 (Great Britain) 


j | j | | 
| js | | | > Ze 
| Ie ldlelalell | 
= 2 2 a 2 5 FI 3 2a 8s 
s £ = & se ° = sie 
31/12/49 | 755 | 216 | 449 | 53 | 166 | 327| 85) 49/495) $0 | 127] 89 331 | 927 | 496 | 30| 49 | 252 | 312 | 424| 5,719 | 31/12/49 
31/12/50 | 831 | 250 | 504 | 53 | 202 | 378| 93, 57 | 526| 52} 136| 101 | 341 | 943 | 602| 39| 32) 57 269 | 328 | 439 | 6,233 | 31/12/50 
31/12/51 | 857 | 266 | 532 | 59 | 208 | 400 | 101 | 61 48 | 135 | 99 | 342 | 948 | 655 | 42 | 66 | 293 | 341 | 449 | 6,476 | 31/12/51 
31/12/52 | 904 | 310 | 5 61 | 214 | 414 | 108 | 70| 581 | 51 | 142| 97, 351 | 986| 714 | 44] 81 | 320 | 339 | 473 | 6,862 | 31/12/52 
31/12/53 | 905 | 340 | 595 | 67 | 222 | 436 | 112| 75 | 631 | 145| 94 | 342 | 982| 743 | 46/ 43 328 | 346 | 473 | 7,079 | 31/12'5 
31/12/54 | 924 | 344 | 616 | 68 | 226 | 447| 116 | 74 59 | 146 | 93 | 340 | 987] 782 | 48] 48] 91 | 335 | 350 | 485 | 7,225 | 31/12/54 
30/6/55 | 932 | 346 | 633 | 69 | 228 | 455 | 120| 659| 146] 93 | 341 | 988 | 797| 49| 93 | 339 | 353 | 493 | 7,315 | 30/6/55 
30/6/56 | 946 | 347 | 640 | 70 | 229 | 468 | 127 | 77 | 689 | 56 | 150) 92 | 339 | 988 | 815 | 52) 50) 97 | 353 347 | 495 | 7,427 | 30/6) 


Note: (1) Consultants practising in 


more than one specialty have been included under each. (2) Table includes honorary consultants. 


DOCTORS AND THE HEALTH SERVICE 
TWOFOLD CONCERN 
BY 
A. WILFRID ADAMS, MS., F.R.C.S. 


An admirable leading article in the Journal (April 6, p. 810) 
drew attention to the B.M.A.’s twofold concern, the broken 

pledge regarding remuneration and the obtrusive defects in 
the working of the National Health Service. A British 
Medical Guild pamphlet on the first showed clearly that 

the vital principle of keeping to an agreement is at stake. 
Deserting the van of civilization, the Government’s action 

appears to be one of reversion to might is right. Courtesy 
and arbitration would seem to fit the occasion better, and 

the want of them is a strange omission. Scientists warn us 
that, suddenly, gigantic casualties may befall Britain. Surely 

the Government should avoid alienating now the doctors 
to whom the country will look for succour if such an event 

occurs. 

The second concern is on behalf of patient as well as 

/ practitioner, and calls attention to grievous gaps in the 
N.H.LS.. the grave significance of which seems to escape the 

Government's notice. Until they are filled, conditions of 

service remain inadequate and improper. Meanwhile medical 

efficiency is hindered, healing is impaired, and the morale of 

patients is sapped. All of us gladly acknowledge there have 

been conspicuous advances, which call for mention, such as 

a doctor for everyone, free medicines, generous ambulance 
transport, and a notable upgrading of municipal and smaller 
outlying hospitals. By comparison, ugly defects are more 


glaring and complacency is culpable. Here the claim is 
one of common humanity. The way to redress this injustice 
is by untiring publicity. 


Degrading Defects in General Practice 


The basic fact about bad conditions in general practice 
is that the doctor has not enough time to do his duty. The 
Government allots up to 3,500 patients per doctor, ignoring 
the resultant impossibility of a decent standard of practice. 
The corollary and the nation’s duty is to reduce the figure 
to 2,500. Experienced doctors know how often things are 
missed or correct diagnosis is delayed through “ not look- 
ing.” Curt procedure excludes the mental factor in healing. 
The precious personal touch entails a few kind words and 
listening with patience. Lack of time deprives the doctor 
of the full exercise of his talents, and they tend to atrophy. 
The patients reap less of benefits accruing from his long 
education. 

The home has become a bare setting for effective treat- 
ment in this era when everyone has a job. Part-timers can- 
not give regular meals and nursing through the 24 hours 
like relatives used to do. The fulfilment of instructions is 
uncertain and approximate. Hence the urban doctor needs 
a locality hospital—a large house adapted for simple nurs- 
ing of short-time cases, situated at the hub of an area with 
some twenty doctors. There he could rely on regulated 
care of the sick, and being near his surgery and visiting 
relatives would be a boon both to him and to the patient. 

I described elsewhere’ an attempt to start a scheme of 
this sort in Bristol in 1945, and the usefulness of the idea 
of a locality hospital was aired in a letter to the Daily 
Telegraph in 1954. Here, at trivial cost, was a chance for 
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an experimental effort, but the Government appears 
indifferent, and has missed an opportunity to attract to 
the ranks of the family doctor ardent young men and to 
ameliorate the status of general practice, the recent decline 
of which is deplored by so many authoritative writers in 
medical literature. 

Teaching is jimplicit in the doctor's title and should 
include instructing patients about health as well as healing. 
Sir James Walton, on the Medical Planning Commission 
during the war, was a warnf advocate of this reform, 
stressing it to be our professional function to foster abound- 
ing health in an A.I nation, not merely to patch up a 
C.3 one. The medical correspondent of The Times quoted’ 
in the same vein from the report of the Goodenough Com- 
mittee, “ To the neglect of the promotion of health, medical 
practice, and consequently medical education, has been con- 
cerned primarily with disease, chiefly as it affects indivi- 
duals.” The most influential agent for the inculcation of 
healthy living is the doctor, who alone is welcomed to the 
intimacy of family life. He has the opportunity: will the 
Government ensure him the time for this salutary duty ? 

In addition to teaching his patients there is a second part 
to the G.P.’s educational role, a share in the training of the 
medical student, formerly apprenticed to him. After a 
lapse of many decades, this function is being restored in a 
small way, but the competent teacher, already overtaxed 
with patients, will tend to sacrifice their interests when 
students share his time. 


Defective Conditions in Specialism 


These result from the lack of beds and an up-to-date 
hospital setting for work which has rapidly extended its 
scope, complexity, and delicacy in the last few decades. The 
Government should realize that the science of healing, as 
well as that of destruction, evolves. Britain needs new hos- 
pitals as well as factories. 

There is the scandal of the waiting-list, a scandal which 
is even greater than appears, for not only does it defeat a 
great professional objective, early diagnosis, but among 
those waiting for admission are many unfortunates who 
need prompt treatment the urgency of which was not 
realized at the preliminary consultation. 

Paralysis in the development of new major hospitals, 
including the teaching ones, is a most deplorable brake on 
progress--on making the blessings of modern science fully 
available for patients. The obduracy of the Government in 
this respect is based on the plea for economy. The excuse 
is not valid, because, instead of complying with its inescap- 
able obligation, it sees fit to dispense minor capital in 
schemes to modernize, so to say, the existing old-style 
buildings—an appalling waste of money. Their massive, 
rigid masonry cannot be converted into what is ideal to-day, 
nor can current engineering services, which have so vastly 
improved over the old, be incorporated. How unpardon- 
able to expect nurses to be clean with one place for washing 
hands and two dozen or more patients in a ward. It may 
be a sop to the public to use modern paint on walls, new 
fabrics, furniture and minor equipment looking like a change 
from the Victorian era into the second Elizabethan, but to 
the informed users of these premises it is like dressing 
mutton up as lamb. 

We expected advances, great advances, too, when the 
nation took over the hospitals. Instead, the old hospitals 
remain and have to find room for a vast increase in new 
staff, professional and lay: the Government continues to 
cramp the work of our precious nursing personnel and is 
hanging round the neck of posterity the costly burden of 
maintaining aged property unadaptable to radical alteration. 
Mr. Bagot Oldham, of Liverpool, revealed the disgraceful 
state of the major hospitals of London and the provinces 
in The Times* when he compared their antiquated premises 
with the new ones being built all over the Continent. He 


? The Times, July 20, 1944 
* Thid., May 21, 1956 
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standard of amenities, equipment, and research which is so 
far undreamt of in Britain.” The day is over for multi- 
storied blocks in hospital architecture. Light structures of 
2 or 3 stories are economically and rapidly assembled. They 
can be equipped with all that up-to-date technical skill now 
offers for domestic and scientific needs. They are of flexible 
construction, adaptable to varied wants of different 
specialties. As with passing decades such light structures 
become outmoded, it would be a practical, not a prohibitive, 
proposition to alter and replace them. 

The B.M.A. needs to adopt a dominantly constructive 
attitude towards the elimination of the shortcomings of 
the N.H.S., and launch out courageously on enterprises 
worthy of our noble profession. A grudging spirit or 
diverting compromise by the Government must be clearly 
anathema to our leaders. The nation prides itself on fair 
play, and we must see that every individual gets it in the 
Health Service. 


OCCUPATIONAL HEALTH COMMITTEE 


The Occupational Health Committee met on April 17 at 
B.M.A. House with Dr. J. A. L. VAUGHAN Jones in the 
chair. 
Remuneration Claim 

The CHAIRMAN explained the request being made to 
industrial medical officers to back up the position of general 
practitioners and hospital medical staff in respect of the 
remuneration claim. The difficulties of the industrial 
medical officer were appreciated, but what was desired was 
an assurance that they would not do anything to prejudice 
their opposite numbers in other branches of the profession. 
It was understood that there would be freedom of conscience 
for the industrial medical officer as for the general prac- 
titioner. 

The matter was referred to the Association of Industrial 
Medical Officers for :ts views. 


Use of Antibiotics by Nurses 


The Industrial Nursing Subcommittee was asked to have 
a general discussion with the Royal College of Nursing on 
the notes of guidance which the latter’s occupational health 
section has been preparing for occupational health nurses. 
The matter arose out of the question of the administration 
of drugs and antibiotics by industrial nurses. A member of 
the Committee said that there was no reason why nurses 
should nut administer many harmless drugs without a 
doctor’s order, but what they should not do was administer 
antibiotics as a routine. 


Term of Office of Chairman 


The Committee debated the length of time chairmen of 
standing committees of the Association should hold office. 
Dr. L. G. Norman and Dr. J. J. O'Dwyer thought that a 
limitation in the period for which the office was held 
stimulated interest. The Committee decided to express the 
view that a chairman shouid hold office, with annual elec- 
tion, for a period of three years and that there should then 
be an intervening period before he could be re-elected, 
unless there were exceptional circumstances, when the Com- 
mittee, by a two-thirds majority, should make a recom- 
mendation to Council for the latter to extend the maximum 
period. 

Another internal matter considered was a letter from 
the Association’s Treasurer pointing out the cost of com- 
mittee meetings and urging economy. Dr. NorMan, while 
agreeing that some members needed financial help in order 


-to come to meetings, thought that everything should be 


done to foster the idea of voluntary service. Subsequent 
speakers told how one mémber lost £500 in fees in a year 
which he would have earned had he not attended Associa- 
tion committees, and of another member whose practice 
suffered so badly that he had to give up his service to the 
Association. 
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Consultation on Regulations 


It was agreed that it would be an advantage if statutory 
regulations and legislation on occupational health were 
made available for consideration by the Association in the 
draft stage. 


Refresher Courses in Occupational Medicine 


Any major expansion of the occupational health service, 
particularly for smaller establishments, would have to be 
provided to a large extent by general practitioners, stated 
a report of the Training Subcommittee, which recommended 
that adequate facilities should therefore be available to 
general practitioners to take short postgraduate courses not 
intended to replace the full postgraduate course leading to 
a diploma in industrial health. The Subcommittee con- 
sidered that the type of instruction most likely to be helpful 
was an intensive course of one or two weeks. Govern- 
ment grants should be available for general practitioners to 
undertake such courses, in the same way that grants for 
refresher courses were allowed under the National Health 
Service Acts. 

In reviewing this report the Occupational Health Com- 
mittee had before it a statement that there were no govern- 
mental powers to finance refresher courses in occupational 
health, which was described as the most fantastic piece of 
bureaucracy. 

The Committee decided to submit the report, which it 
approved, to the Council, and to ask Council to refer it to 
the General Medical Services Committee, who, it was hoped, 
might agree to discuss it with the Ministry of Health, to the 
Annual Representative Body, and to the Industrial Health 
Advisory Committee. 


Certificates for Short Illnesses 


In the light of replies received from Government depart- 
ments, nationalized industry, and the British Employers 
Confederation, it was accepted that there was an endeavour 
on the part of the employers to meet the situation over the 
necessity of obtaining medical certificates for short illnesses. 
In most instances the certificates were not required merely 
for record purposes but for sickness benefit. The Com- 
mittee is continuing to investigate this matter. 


Ophthalmic Clinics 


The Committee decided to invite representatives of the 
Ophthalmic Group Committee to its next meeting to dis- 
cuss the National Ophthalmic Treatment Board Associa- 
tion’s suggestion that it would be valuable to establish 
medical eye centres in industry wherever possible. The 
Group Committee had supported the proposal subject to an 
economic rent being paid by the ophthalmologists taking 
part in a scheme and to the work not being restricted to eye- 
testing but embracing the wider aspects of ophthalmic work 
arising in connexion with the industry concerned. The 
Occupational Health Committee accepted these reservations, 
but felt that there were difficulties over a third stipulation 
made by the Group, that all local ophthalmologists should 
be given an opportunity to work in the clinics. 


Occupational Health Prize 


It was reported that the Council had accepted a recom- 
mendation from the Science Committee that a prize of £50 
be awarded to Dr. C. P. Chivers, of Northwich, for his 
essay on respiratory function and disease among workers 
in alkaline dusts, and that a second prize of £10 be awarded 
to Dr. H. Stott, of Nairobi, for his entry entitled “ Pul- 
monary Disease amongst Sisal Workers.” It was stated that 
the standard of entries for the Association’s 1957 Occupa- 
tional Health Prize had been good, and that in regard to the 
second award it was much easier to do research in Britain, 
where there were all the facilities ; to do a fairly intensive 
investigation in a factory in Nairobi called for commenda- 


tion. 


HOSPITALITY 


A Spanish doctor’s son, aged 20, from a seaside village near 
Barcelona would like to spend July and August in England. 
The son or daughter of a British doctor would be able to 
return to Spain during September and October or during the 
summer of 1958. 

A French doctor’s daughter, aged 17, would like to spend 
two months with a British family on an au pair basis during 
the summer holidays. 

A German doctor living in Munich would like to arrange 
a holiday exchange for her son, aged 12. She would receive 
a British boy during holidays between July 20 and Septem- 
ber 1, and would like her son to visit England next year. 

A French doctor’s daughter from Carhaix, aged 18, would 
like to arrange a holiday exchange with a British doctor's 
daughter. 

French doctor’s daughters, aged 13 and 14, would like to 
arrange holiday exchanges with British girls, who could visit 
Brittany in August. S 

Would anyone interested please get in touch with Brigadier 


H. A. Sandiford, International Medical Visitors Bureau, 
B.M.A. House, Tavistock Square, London, W.C.1. 


Scottish News 


APPOINTMENTS TO REGIONAL HOSPITAL 
BOARDS 


The Secretary of State for Scotland has appointed the 
following new medical members to fill vacancies on the 
Scottish regional hospital boards arising from the statutory 
requirement that one-third of the members retire annually : 
Northern Region.—Dr. J. Ronald, Inverness; Dr. M. M. 
Whittet, physician-superintendent, Craig Dunain Hospital, Inver- 
ness. Western Region.—Dr. J. C. J. Ives, Edinburgh; Major- © 
General J. M. Macfie, Glasgow. 


The following medical members have been reappointed : 

North-eastern Region.—Dr. R. J. Duthie, Aberdeen. South- 
eastern Region.—Professor G. H. Percival, Edinburgh; Dr. 
G. C. G. Mercer, North Berwick. Western Region.—Dr. W. W. 
Galbraith, Monkton, Ayrshire. i 


SCOTTISH HOUSE, EDINBURGH 
REOPENING AFTER RECONSTRUCTION 


The President of the Association, Dr. Alexander Hall, will 
formally reopen the Association’s Scottish House in Edin- 
burgh on Tuesday, May 14, at 4.30 p.m. Tea will be served 
from 3.45 p.m. to 4.30 p.m. Any metnber of the Associa- 
tion who would care to attend the reopening ceremony is 
asked to apply for a ticket to the Scottish Secretary, B.M.A. 
Scottish House, 7, Drumsheugh Gardens, Edinburgh, 3 (tele- 
phone : Central 7184). 


The Secretary of State for Scotland has reappointed the chair- 
men of the five Scottish regional hospital boards for a further 
period of three years from April 1 as follows: Northern Regional 
Hospital Board: Mr. Edward ‘Macintosh; North-eastern 
Regional Hospital Board: Dr. May Baird; Eastern Regional 
Hospital Board: Lord Provost Hughes; South-eastern Regional 
Hospital Board: Sir Humphrey Broun Lindsay; Western 
Regional Hospital Board: Captain J. P. Younger. 
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Correspondence 


Royal College of Physicians 


Sir,—-May I attempt to answer two letters by one? Dr. 
J. H. Hunt and Dr. S. L. Kaye (Supplement, April 27, 
p. 232) both criticize the Royal College of Physicians, ap- 
parently for daring to express ap opinion before consulting 
the British Medical Association. 

Dr. Hunt is quite right in stating that the government of 
the College is in the hands of its Fellows, and it should be 
made clear that it is the whole body of Fellows and not 
just a small clique. The College officers and the Council 
have to report to the general meeting of Fellows at least 
once a quarter. The opinion of the Royal College of Phy- 
sicians is, therefore, the corporate opinion of its Fellows, 
who claim to be (as far as we can in human affairs) a body 
of responsible persons, whose opinion may be the more 
valuable because of the method by which they are elected. 
The meeting to which Dr. Hunt refers was very well attended 
and the vote was nemine contradicente. 

The College has never professed to represent general 
practitioners, of to usurp the functions of the British Medi- 
cal Association, or to be voicing a postcard vote from its 
Licentiates ; neither does a university consult its graduates 
before deciding its policy. Nevertheless, Fellows are most 
concerned that any opinion they express shall be for the 
good of medicine in its widest possible sense, and shall not 
penalize one section of the profession in comparison with 
another, 

The machinery of the British Medical Association has 
all the advantages, and disadvantages, of democracy. Surely 
there are times when one or the other will achieve the 
better result, and we should respect each other's opinions 
instead of descending to bickering and contumely, Or, if 
no one in the profession is to give an opinion without first 
discovering the official view of the British Medical Asso- 
ciation, will Drs. Hunt and Kaye please devise for us some 
kind of coloured shirt which we can wear while shouting 
the appropriate slogans ?—-I am, etc., 

RoBerT PLATT, 


President. 
Royal College of Physicians. 


The Real Issue 


Sir,-I hesitate to add another letter to the many that 
have been written anent what is called “the doctors’ pay 
dispute,” but so many issues have been raised and so many 
red herrings have been dragged across the trail that the 
profession, the public, and I fear the Government, have at 
times lost sight of the one major issue. This is the simple 
fact that we of the medical profession have been denied 
the fundamental right in any civilized society of negotia- 
tion. We have been presented with a blank refusal or‘a 
fait accompli and at no time have we been asked, as co- 
partners in the N.HLS., to sit round a table and discuss the 
future relationship of our profession with the State. 

It is the denial of this simple right, a right common to all 
walks of society, which has raised the ire of the profession 
and prepared many thousands of us to fight if necessary for 
its restoration. I submit, Sir, that the Government could 
solve this problem to-morrow by an invitation to the pro- 
fession to “talk it over together.”—I am, etc., 

Aberfeldy. Perthshire. CHARLES J. SWANSON. 


London, S.W.1 


Sir.—-We, members of the executive committee of the 
Fellowship for Freedom in Medicine, represent over 2,000 
doctors in all branches of medical practice. We wish to 
make plain the views of the Fellowship on the present dis- 
pute with the Government. 

The underlying cause of this controversy is the fact that 
the profession is profoundly dissatisfied with the present 
National Health Service, which it has faithfully tried to 
operate for over eight years. The working of the N.HLS. 
Acts has caused the State to become a controlling third 
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party between the doctor and his patients: this, together 
with other factors, has led to a general lowering of stan- 
dards. The family doctor is, for example, no longer the 
counsellor of his patients, and he is unable to give the 
medical attention which he believes to be their due. 

The fact that the present dispute has been represented as 
centring around pay is highly misleading. Having pro- 
mised arbitration over the terms of service, before the pro- 
fession entered the N.H.S. in 1948, the Government (which 
is ultimately the employing authority) has once again 
refused independent arbitration. Withoyt consultation with 
the profession a Royal Commission has been set up, with 
such restricted terms of reference that it cannot even con- 
sider let alone make recommendations on the many faults 
of the Service which are so obvious to those working in it. 

We take this opportunity of pointing out that, unless the 
Government will at all times honour its promises and will 
allow free and unfettered arbitration in the event of a dis- 
pute, the so-called freedom of the profession will become 
a mere pretence, In these circumstances the quickest and 
most effective action will be for the doctors to withdraw 
from the Service and for the time being treat their patients 
individually. This step will clear the way for building up 
a new Service embodying the many drastic reforms that are 
needed. 

The Fellowship believes that the profession must make 
its voice heard now in the clearest possible terms, in the 
interests of the public, which the doctors of this country 
have always made their first consideration.—We are, etc., 


BARBARA M. L. ABERCROMBY. D. B. HITCHINGs. 


J. M. ALSTON. N. C. LaKe. 

C. E. Beare. J. L. McCattum. 
B. Burns. REGINALD S. MURLEY. 
R. M. Courtney. J. O. M. Rees. 
K. LOGAN DaHNe. G. RETTIE. 

S. F. LoGaN DaAHNe. G. H. Rosspatr. 
Guy DAYNEsS. A. V. RUSSELL. 
Nits ECKHOFF. GLaDys SANDES. 
W. ETHERINGTON-WILSON. D. SILver. 

A. J. GARDHAM. F. G. ToMLINs. 
R. Hace-Wuite. E. C. WARNER. 
D. R. Harrocks. 

London, 


Sir,—Having been, in succession, a combatant officer in 
the Army, general practitioner, consultant, and now super- 
annuated, I can view the present dispute from a somewhat 
detached position. Being also secretary of my county local 
medical committee I am also reasonably well informed of 
what is going on. 

My personal opinion, for what it is worth, is that the 
Government—or Parliament for that matter, as I suspect 
that all parties have much the same object—wishes to con- 
trol the National Health Service in the same way as it 
controls the fighting Services and the Civil Service. The 
latter Services have no say in their conditions of service 
or remuneration. Any individual who joins them surrenders 
his freedom in these respects as soon as he enlists. No 
question of arbitration between representatives (of the 
fighting Services at least) and the Government ever arises. 
This, I think, is the reason why the Government refuses 
to negotiate, hands out an interim payment of its own 
devising, and sets up a Commission with no medical mem- 
bers. 

If the medical profession is to retain its status, and its 
tradition of service to the individual sick—rather than to 
the State, which has neither heart nor soul—it must fight 
this battle now.—I am, etc., 

London, S.W.19. F. T. Burkitt. 

Sir,.—In a dispute it is essential, surely, to realize quite 
clearly with whom you disagree. In this country Govern- 
ments come and go relatively infrequently, Ministers of 
Health rather more frequently. These people, however, 
are all advised by the “permanent officials,” and we 
therefore have to demonstrate thsi their advice is wrong if 
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a really serious dispute, such as ours, develops. The 
Government of the day must, of course, have the last word, 
and its decisions can only be influenced by public opinion. 
Until quite recently it is very probable that the medical 
profession had the public’s sympathy, but the Sunday Times 
of Easter Sunday had an article in which it was stated that 
the public generally were now of the opinion that the 
“ doctors were going to strike for more pay.” Whatever 
may be said to the contrary, that, I believe, is the general 
opinion now, and, if so, will lose us this essential lever. 

Many of your recent correspondents seem to have lost 
sight of the core of our case—namely, that we, the doctors, 
have been refused the right to go to arbitration, while in 
the same week the trade unions were urged to adopt this 
course. There is a Royal Commission in being who will 
have to report its findings publicly, and it seems that some 
sort of compromise is inevitable. I venture to suggest that 
the following ideas might meet with fairly general approval, 
both within and without the medical profession, and inci- 
dentally may expedite the work of the Royal Commission: 
(1) The Government agree to extend the terms of reference 
of the Royal Commission to include the “ consideration of 
circumstances whereby the medical and dental professions 
have the right to go to arbitration when the normal nego- 
tiating machinery has proved insufficient.” (2) If the 
Government agree to this reference to the Royal Commis- 
sion, we would withdraw all threat of resignation, etc. 

In conclusion, may I say I am in entire sympathy with 
our negotiators, who have obviously had an extremely hard 
and anxious time. We all know that the question of 
remuneration is not really the main issue—I am, etc., 


R. S. MacHarpy. 


Southsea, Hants. 


Local Medical Committee’s Decision 


Sir,—We, the undersigned, are seriously perturbed fol- 
lowing the report in the press recently and from information 
received from our representative on the local medical com- 
mittee. 

At a meeting of Kent Local Medical Committee on April 
12 it was decided by an overwhelming majority to support 
a resolution asking for resignation from the National Health 
Service, and by a majority vote not to co-operate with the 
Royal Commission. This we feel truly representative of 
the views of the majority of the doctors in Kent, and this 
was in fact the mandate given to our representatives to the 
Special Conference. An ordinary meeting of the local 
medical committee was convened for April 25. The agenda 
circulated to members did not contain any items concerning 
the dispute, but at the meeting a supplementary agenda was 
produced with fresh resolutions on the dispute, on which 
Dr. Talbot Rogers spoke. By an overwhelming vote the 
local medical committee altered the previous decisions taken 
at the special meeting. 

We, the undersigned, submit that our representatives had 
no opportunity to consult the electorate, and therefore had 
no authority whatsoever to alter a mandate previously given. 
In view of the press publicity given to the alleged changed 
views of Kent doctors, we feel that this information should 
be available to the conference before arriving at any 
decisions.—We are, etc.. 

B. HoOOGEWERF, 
Chairman, Bromley Division. 
J. Ewart Purves, 
Honorary Secretary, Bromley Division. 
R. BARRINGTON. 
K. M. BARRINGTON. 
Leo GILCHRIST. 
J. C. Wishart, 


Bromley, Kent. Member of Kent Local Medical Committee. 


Withdrawal from N.H.S. 


Sir.—Much as I agree with the actions of the Negotiating 
Committee in the past, and the principle of mass resignation 
in the future, I fear that resignation this year would be 
hasty, ill-considered, and likely to meet with a poor response. 


In this letter I will try to set out the reasons why I hold 
this conviction. Phased withdrawal would be satisfactory 
if it were not for the fact that each phase would have to be 
separated by three months, A blitzkrieg is essential. 

In July, 1958, many of the older practitioners will have 
completed the ten years in the National Health Service 
necessary to qualify them for a pension, and will be sending 
in their notice. Some of them have continued in practice 
longer than they would otherwise have done to qualify 
for this pension. They have everything to lose and-nothing 
to gain by premature resignation. They know that in dealing 
with the Government nothing as important as a pension can 
be left to charity or chance. Many of these older practitioners 
are in partnerships, and their junior partners cannot legally 
resign without them. In any case, no partnership can work 
unless all the partners do one thing or the other. This 
hanging on of the older practitioners has also had the effect 
of preventing a number of younger men from getting prac- 
tices and partnerships. These doctors would be hard put to 
it to refuse vacancies created by protest resignations if they 
were offered. a 

1 am sure, therefore, that the response to a call for resigna- 
tions this year would be disappointing, and would result in 
considerable loss of prestige to the profession. Next year, 
on the other hand, would see the profession strained to 
breaking point, and much better able to approximate a 100% 
resignation.—I am, etc., 

Ashford, Middlesex. NiGeL G. NICHOLSON. 

Sir,—In threatening a medical strike in the near future 
our profession seems to ignore the importance of timing its 
strokes of policy, a subject of which President Nasser is 
such a master. Fas est et ab hoste doceri. Thanks to the 
loyal and efficient work of Health Service doctors since the 
Service began, the public has for it a great affection and 
in a corresponding degree the profession enjoys its sympathy 
and good will. A medical strike will change these feelings 
into furious resentment, to be nursed and fomented until 
the next general election gives an opportunity of revenge. 
Much as we may deplore the refusal of arbitration on the 
Spens claim, we should assist by our evidence the Royal 
Commission recently appointed, and await its report.—I am, 
etc., 

St. Olaves, Norfolk. W. SAMPSON HANDLEY 

Sir,—The present Government seems to have been ill- 
advised in its relations with the medical profession, but that 
is no reason for the profession to accept equally poor advice. 
However one may indulge in word-spinning, the effect of a 
temporary withdrawal from the National Health Service by 
general practitioners would be that of a strike, since it is 
unlikely that many patients would pay directly for a service 
which they are already financing via the Government. 

Withdrawal would more surely affect public opinion ad- 
versely at a time when a Royal Commission was in being, 
and the final antagonism, to my mind, would result from a 
boycott of this body. To paraphrase Mr. Butler, this is 
“the best Royal Commission we have,” despite its dubious 
and hurried convening, and even its limited terms of refer- 
ence seem likely to provide the profession with a better 
forum and a fairer hearing than we can hope to have as 
the tempers of official and unofficial spokesmen rise, to the 
delight of the sensational and less responsible newspapers. 

Medical men already appear sufficiently divided to ensure 
the failure of any attempt to force the Government’s hand 
prior to the Commission’s report, so would it not be wiser 
to behave in a statesmanlike and co-operative manner, . 
which would manifestly compare favourably with the atti- 
tude of our administrators 7?—I am, etc., 

London, S.E.13. C. K. McDOonaLp. 


Sir,—I am profoundly disturbed to read in your leading 
article (Journal, April 13, p. 873) the sentence that medi- 
cine “has sacrificed so much that it seems of little account 
to sacrifice one of the few things left to it—what is called 


= 
. 
Sa 
j 
j = 
; 


246 May 4, 1957 


‘dignity..” If this were accepted as a general standard 
of behaviour where would this country end ? I am reminded 
vaguely of a cartoon figuring King Albert of the Belgians 
in the first world war. To the remark, “So you see you 
have lost everything,” he replied, “ Not my soul.” If this 
is indicative of the attitude of our leaders, then it will be 
no wonder if the doctor never regains his status in this 
country.—I am, etc., 


Birmingham, 30 RutH LOcKIE. 


Sir,—It is, of course, obvious that the object of the pro- 
fession’s proposed withdrawal from the Health Service is to 
obtain a reversal of the Government's present attitude ; but 
we feel that the B.M.A. scheme, in its present form, has no 
chance of securing this. In order to succeed, any action 
must be directed to embarrassment of the Government, and 
it is quite unrealistic to think otherwise. 

There are three main reasons why the present scheme will 
fail: (1) A B.M.A. spokesman has said in the national press 
that, whether people pay fees or not, nevertheless they will 
obtain treatment. This obviously will not embarrass the 
Government. (2) The B.M.A. scheme says quite definitely 
that no more N.H.I. certificates will be issued, but that 
doctors will issue their own private certificates. The Govern- 
ment will then, as it does now in certain circumstances, 
accept those private certificates as evidence of incapacity, 
and will pay sickness berefit accordingly. Thus, again, the 
Government will not be embarrassed. (3) Prescriptions 
will no longer be written on forms E.C.10, but will be issued 
on private paper, and the Government will effect a regula- 
tion, which it is entitled to do at any time, authorizing 
chemists to accept these private prescriptions during the 
period of the emergency, as if they were forms E.C.10. In 
the process, a number of private patients’ prescriptions will 
be honoured as N.H.S., but these will be so small as not 
to deter the Government. So. once more, the Government 
is not embarrassed. 

It follows that what the B.M.A. scheme is doing is to run 
the Government's N.H.S. scheme for it, as before, not at 
increased remuneration, as we set out to do, but entirely 
free of charge. The real solution lies in (2) above, for, if all 
certification other than death certificates be completely 
stopped, then the maximum damage is done to the N.HLS.. 
with no damage to the treatment of the patient. Then, and 
then only, will the Government be embarrassed and have to 
listen to the profession. 

To carry the issue to its logical conclusion it is not neces- 
sary to resign from the Service. Let every doctor in the 
Service give notice on July 1 that, as from October 1, he 
does not consider certification as part of his terms of service, 
and the Government will be compelled to face the alternative 
of agreeing to arbitration, or of giving 20,000 doctors three 
months’ notice to quit the N.H.S.—We are, etc.. 


R. J. S. Dowerty. 
W. H. REYNOLDs. 


Newport, Mon. 
Caerleon, Mon. 


Reform of the Health Service 


Sir,—While anxious to support our representatives, we 
feel that it is wrong that the profession should resort to mass 
resignation from the Health Service over what is primarily 
a pay claim. However. we view with distress the Govern- 
ment’s failure to honour its pledges and the fact that so 
far it has done nothing except set up a Royal Commission 
with terms of reference which only serve to narrow the issue 
further. 

There is widespread dissatisfaction with some aspects 
of the terms and conditions of service in the National Health 
Service. It has been pointed out in your columns many 
times that other countries are reluctant to take the British 
Health Service as a model, and this must be added to the 
evidence of your correspondence columns that it is high 
time we set out to try to provide a better service than the 
present one. We believe the leaders and representatives 
of the profession have been slow to appreciate or give ex- 
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pression to this wider issue. None the less, we greatly 
welcome the news that the B.M.A. is to set up a committee 
of inquiry into the National Health Service as a whole. But 
we submit that the extreme measure of mass resignation 
from the Service should be kept for any dispute over such 
wider and more fundamental issues. 

We suggest that a possible solution to the present impasse 
lies in offering to accept the interim increase in remuneration 
(promised by the Prime Minister) but in making its accept- 
ance subject to the Government’s agreement to widen the 
terms of reference of the Royai Commission and later te 
meet the profession and. discuss any report produced by 
the committee of inquiry set up by the B.M.A.—We are, etc., 


E. OrFLEY Evans. G. W. SyYKEs. 
ALEXANDER MURRAY. H. M. EmMrys-Roserts. 
Stratford-on-Avon. 


Sir,—Your leading article (Journal, March 23, p. 690) 
points out that, in the present dispute with the Government, 
the future of the medical profession in this country is at 
stake. It is a general belief that the doctors seek only an 
agreement on the basis of the two Spens Reports. If this 
claim is successful and allays all disquiet, your fears for 
the future of our profession should indeed be increased 
rather than diminished. Would it not be more statesman- 
like for the B.M.A. Council to attempt to analyse the 
present defects of the National Health Service and to enter 
into discussions with the Minister of Health with the prin- 
cipal object of effecting all-round improvements for both 
patient and doctor? A planned withdrawal from the Ser- 
vice-,jf it be necessary at all—would have far greater moral 
backing if it were obviously based on a desire to reform or 
even replace the present system, irrespective of whether or 
not there is an increase in doctors’ pay.—I am. etc., 

Brecon. F. W. Nasu. 


Private Practice Group 

Sir,—Last summer a number of private practitioners, 
intent on preserving and extending the institution of private 
practice, met in London. They decided to make themselves 
the nucleus of what they hoped would become a substantial 
group, and deputed to an acting executive the task of en- 
couraging its growth. All known private practitioners in 
Great Britain were approached; many responded with 
enthusiasm, and these now form, with the original nucleus, 
a Private Practice Group. 

The group believes that on the continuance and prosperity 
of private practice must depend, to a great extent, the well- 
being of the profession and the quality of medical service 
rendered to the whole body of citizens, whether through 
private or public channels. It further believes that, unless 
those in private practice defend its interests and speak up for 
it, no one else will, and doctor and citizen may one day 
wake to find they have lost by default one of those precious 
“free institutions ";-that of seeking and giving medical 
advice and help privately, without the participation of the 
State. The group’s immediate aims are: (1) to press for the 
right of private patients to receive drugs on the same terms 
as National Health patients ; (2) to consider again the possi- 
bility of “opting out”; (3) to press for more, and less 
costly, private beds ; (4) to inquire into and, it is hoped, to 
promote insurance schemes to cover general medical atten- 
tion. These aims are intended to supplement, but in no way 
to conflict with, those of the profession as a whole. 

It is obvious that the group would not exist unless its 
members felt that private practice had become something 
of a Cinderella. It has no wish to be or become a “ splinter 
group,” and it is approaching the Organization Committee 
of the B.M.A. with a view to receiving recognition. Mean- 
time the group desires to increase its membership from 
among those who believe and have an interest in private 
practice, although, as general practitioners or consultants, 
they work also in the National Health Service. May we 
therefore, through your columns, invite all members of the 
profession who share our interests and beliefs to join by 
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communicating with me? There is no subscription, but 
secretarial expenses have so far been met by donations of a 
half to one guinea by members. 

The members of the acting executive are: L. W. Batten, 
acting president; I. J. Brock, acting treasurer; A. E. J. 
Etheridge, acting secretary ; W. Russell.—I am, etc., 

JoHN ETHERIDGE, 


Acting Secretary, 
Private Practice Group. 


Public Opinion 

Sir,—lIn letter after letter to this Journal one reads about 
the necessity for enlisting public support and sympathy for 
our case. Why do we become so craven when we consider 
the public and their opinion ? If you ask the vast majority 
what they think about the doctors’ case with the Govern- 
ment they cannot tell you because they do not know. In 
my view the opinion of the public is useless unless informed, 
and it is usually uninformed. And the same goes for the 
press.—I am, etc., 

Lancaster. 


73, Fitzjohn’s Avenue, 
London, N.W.3, 


FRANK S. RICKARDS. 


Tripartite Administration 

Sik,—One is glad to see (Supplement, April 13, p. 173) 
that Council. of the B.M.A., while not wholly rejecting tri- 
partite administration, insists that the views of the hospital 
medical staff shall be dominant in clinical matters and that 
there shall be no interference by lay administrators in clini- 
cal or nursing matters. The concept in the Bradbeer Report 
to which the A.R.M. took exception in 1955 was “ equal 
tripartite administration” (my italics). This must either 
mean three men in a boat with nobody at the helm, or 
three boats. Neither of these seems to be a very suitable 
means of carrying a patient through his illness. 

In insisting on clinical control must we not make quite 
clear our interpretation of the term “clinical”? Just as 
the good family doctor gives his patient advice on what 
to eat and drink, on clothing, warmth, and ventilation, on 
sleep, work, and play, and even perhaps on his inter- 
personal relationships, so must all these aspects of the 
patient’s environment remain under medical control when 
he is admitted to hospital. We are apt to forget the origin 
of the word “ clinical,” but few of those nurtured in a less 
liberal discipline than ours will think of it in terms far 
removed from the bedside. Therein lies the danger.— 
I am, etc., 

Morpeth, Northumberland. 


To Which Others ? 

Sir,—Have you heard about a recent meeting between 
Ministry officials and the B.M.A., presided over by the 
Minister himself? It was worth attending, though many 
things about it puzzled me—for example, the agenda. The 
first item on it—the size of the pay claim—had been deleted, 
as had the second, too—namely, details about arbitration. 
It was explained to me in confidence that these two points 
had already been decided by someone, so there was no need 
to discuss them. 

The Minister opened the meeting by explaining briefly 
that it would be worth considering, first, an entirely new 
item—namely, “ whether doctors’ salaries should not in fact 
be reduced.” If they reached another deadlock the Treasury 
might see their way to reduce salaries by a minus quantity, 
thus satisfying everybody. He went on to say that if by 
any chance they did manage to reach agreement, he would 
undertake to appoint an arbitrator who would be asked to 

J determine which side had finally given way. A Ministry 
official then opened the debate with a quotation from the 
Spens Report which, he said, they felt to be important: “ We 
leave to others the problem of the necessary adjustment to 
present conditions. ...” | Many successive Ministers, in 
this and previous governments, in accepting the Spens Re- 
port felt that sentence formed at once the bedrock and a 
springboard for their policy. In their opinion it also covered 
the present item on the agenda—namely. whether doctors’ 
salaries shoulc not in fact be reduced. He moved to apply 


C. Guy MILLMAN. 


the Spens formula. The B.M.A. spokesman agreed in prin- 
ciple that doctors’ salaries should not in fact be reduced and 
asked for a minus 24% decrease, suggesting this should in 
future be known as the “non-deterioration factor.” The 
Ministry asked for time to consider the new proposal and 
moved the next business. The Minister expressed his 
pleasure at the broad measure of agreement they had reached 
so far, and announced that the promised arbitrator would 
be none other than the President of the Royal College him- 
self. In the meantime a Royal Commission would be set 
up to answer one question and one question only: “To 
which others?” As he did not expect they would be any 
more able than he had been to answer that question, and 
to save them embarrassment, the names of the Commission 
would not be announced until after they had reported. 

This appeared to be a suitable moment to serve tea and 
pause for reflection. The first reflection came from a trade 
unionist. He did not think it was fair of the press to go on 
applying the word “strike” to what the doctors were pro- 
posing to do. During a strike no shipbuilder or engineer 
went on building ships or engineering anything (except 
another strike) while refusing to take their wages. Thé 
doctors’ action would be “ black ” and would bring this noble 
word into disrepute. And what about the Ministry ? Had 
they made adequate plans to picket doctors’ surgeries ? 
The Ministry official said they had got until September 30 
to look into the matter. The only ones he had looked into 
so far had all been full, with a queue down the road. The 
second reflection was of myself, saying to the trade unionist : 
“Let’s take the politics out of medicine and give doctors and 
their patients time to convalesce from the recent nightmare. 
Only then did I realize that we were through the looking- 

lass. 

. I got up at once, filled in my offer of resignation, wrote 
to the L.M.C. agreeing to pay my share to the Guild funds, 
and then made a vow. I swore by Apollo the physician that 
if the Government in their wisdom ever pushed ‘me as far as 
resigning from the present Health Service, which they still 
look like doing, then I for one would never withdraw my 
resignation until the agenda for some future meeting, after 
October 1. was lengthened to include not only the pay claim 
but “the whole field of publicly administered medical 
services.”—I am, etc., 


Peaslake, Surrey. G. I. WATSON. 


Association Notices 


COUNCIL OF THE B.M.A. 
Election of 40 Members by Grouped Branches in the 
British Isles, of 2 Public Health Service Members, and of 
1 Woman Member ; 
The following have been elected unopposed for the session 
1957-8: 
East Yorkshire and Yorkshire 
Branches : 


W. E. Dornan, Sheffield. 
Ian G. Innes, Hull. 
J. A. L. Vaughan Jones, Leeds. 


North Lancoshive and West- F. M. Rose, Preston. 


morland Branch: 

Divisions in Cheshire—Birk- 
enhead and Wirral: Ches- 
ter; Crewe: Hyde; Maccles- 


D. R. Owen, Chester. 


field and East Cheshire; 
Mid-Cheshire: Stockport; 
Wallasey : 


Lancashire Divisions of Mer- David Brown, Liverpool. 


seyside Branch—Liverpool : 
St. Helens: Stockport ; 
Warrington. Isle of Man 
Branch : 

Lancashire Divisions of South 
Lancashire and East 
Cheshire Branch—Ashton- 
under-Lyne; Bolton; Bury: 
Leigh; Manchester; Old- 
ham: Rochdale; Salford; 
Wigan: 


FE. A. Gerrard, Manchester. 


{Continued overleaf. 
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Derbys Leicester and Rut J. Cot Grimsby 
land. Lincolnshire, and Not E. C. Dawson, Derby. 
B he 
Midland Branct D Ss Pracy Atherstone 
Warwickshire 
Staffordshire ind §=©Worcester A. V. Russell, Wolverhamp- 
1 Hereford Branche ton 
Berk Buck d Oxford ar » § Logan Dahne, Cave 
Northamptons! Branches sham, Reading 
Camb ind Hunts, Norfolk Alexander Browr Linton 
d Suffolk Branches Camb 
Marylebone Division R Hale-Whit« Londor 
N.W.1 
Hampstead, St. Panc and J I McCallun London 
Westminster and Holbort W.C.1 
Div ns 
Chelsea and Fulham, Kensing H. H. D. Sutherland, Londor 
ton and Hammersmith, and W.10 
Paddington Divisions 
Camberwel Greenwich and H. Alexander, London, §.W.18 
De d Lambeth and 
S wark Lewisham 
Wandsworth, and Woolwic! 
Divisio 
Bedfordshire, Essex, and Hert A. Staveley Gough, Watford 
Ishi Branches 
Surrey Branch L. A. Gibbons, Reigate 


1. O. M. Rees, Guildfor« 


Dorset and West Hants and R. G. Gibson, Winchester 
S uthern Br if che 
Bath, Bristol, and Somerset J. R. Nicho!son-Lailey, Taun 
Gh stershi wind Wi It- ton 
hir Branche W. Woolley, Bristo 
South-Western Branch Ss Noy Scott Plympt 
Devor 
Nk h Wales and Shror Leslie W Jones Angle 
d Mid-Wak Branche 
South Wales an Monmout! Sir Tudor Thomas, Cardiff 
Branct 
Aberd Dundes Northert Mary Esslemont, Aberde« 
ntuies of Scotland ind 
Perth Branct 
Edinburgh and South-East of 1. G. M. Hamilton, Edint 
Scotland and Fife Branches 
Gila is and W. M. Knox, Glasgow 
Bra D yn) 
Glas is nd N. Douglas, Hamilto 
(¢ s). Border Alexander Scott, Ayr 
Stirling 
Br 
Nort! N. S. Dickson, Templepatrick 
Co. Antrin 
lan Fraser, Belfast 
The following candidates have been nominated for the 
Groups in which there are contests 
Nort! ind and Tees- Arthur Gate shead. 
side Branches (two seats) l. M. Jones, Sunderland 
J. W Ridley Middlesbrouz! 
Divisions of Metropolitan W. Morgan Evans, Hounslow 
Counties Branch in Middle- A. N, Mathias, London 
(twe eats) N.W 2 
J. B. W. Rowe, Harrow 
City, South-West Essex. Strat D. G. Berry, London, E.9 
and Tower Hamlets J. A. Moody, Ilford. 
Divisions (one seat) 
Kent Branch (one seat) A. Barker, Whitstable 
R. P. Liston, Tunbridge Wells 
No nomination has been received in respect of Group 21 
(Sussex Branch) (one seat) 
Voting papers will be issued to the members in these 
Groups on Apri! 27, 1957 
Public Health Service 
The following have been elected unopposed 
H. D. Chalke (London, N.W.4); J. B. Tilley (Newcastle upon 
Tyne) 
Woman Member 
Catherine Harrower (Glasgow) has been elected unopposed 
A. MACRAE, 
Secretary 
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COMPETITION, 1957 


REMINDER 
Intending competitors are reminded that the closing date 
for receipt of entry forms for the B.M.A. film competition 


The last date for the receipt of films is 
Further details may be obtained from 


B.M.A. FILM 
FINAL 


1957. 


1957 


is June 30, 
September 30, 


the Secretary, B.M.A. House, Tavistock Square, London 
W.C.1 
A.R.M. MOTIONS REQUIRING TWO MONTHS’ 


NOTICE 
The following motion submitted for consideration by the 
Representative Body at its forthcoming meeting requires 
two months’ notice under Standing Order 30 of the A.R.M.., 
is it would involve a rescission of Association policy 
Motion by Dumfries and Galloway : That the shortened 
form of Insurance Examination be abolished 
A motion by Manchester on the subject of the appoint 
ment of regional medical secretaries to Association regiona! 
offices also requires two months’ notice under Standing 
Order 8 Of the A.R.M., as it would involve special expendi 
The motion was published in paragraph 198 of the 


ture 
Annual Report of Council (Supplement, April 13, p. 192) 
A. MACRAE, 
Secretar\ 
Diary of Central Meetings 
May 
8 Wed Council, 10 a.m 
9 Thurs. G.M.S. Committee, 10.30 a.m 
9 Thurs. Trustees of the Dain Fund, | p.m 
9 Thurs. Dermatologists Group, 2 p.m 
10 Fri Conference of Honorary Secretaries, |(0).30 a.m 
10 Fri Registrars Group Council, 2 p.m 
Branch and Division Meetings to be Held 
Barnet Division.—At Hendon Hall Hotel, Friday, May 10 


Barnet General Hospital Ball 
At Royal Bell Hotel, Bromley, Wednes 
annual general meeting 
CAMBERWELL Division.—At King’s College Hospital, Den 
nark Hill, S.E., Sunday, May 12, 10.30 a.m., clinical meeting 
All medical practitioners in the area of the Division are invited 
East Herts Division.—At Hertford County Hospital, Friday 


8.30 p.m., 
BROMLEY DIVISION 
day, May 8, 8.30 p.m 


May 10, 8.30 p.m., annual general meeting 
East Kent Division At Chez Laurie Restaurant, Thanet 
Way, Herne Bay, Thursday, May 9, 7.30 p.m., dinner; 8.45 p.m 


general meeting, followed by annual general meeting 


FOLKESTONE AND Dover Drvision At Esplanade Hotel 
Folkestone, Friday, May 10. 8 p.m., meeting. B.M.A. Lecture 
by Dr. J. H. Cyriax: “ Manipulative Medicine.” 


GuiLprorp Division At Board Room, Royal Surrey Count 
Hospital, Guildford, Thursday, May 9, 8.30 p.m., meeting 
Lecture by Dr. G. W. Theobald: “Chronic Backache in a 
Woman.” 

Henpon Division.—At Fellows’ Restaurant, Royal Zoological 
Society, Regent's Park, N.W., Thursday, May 9, 7 for 7.30 p.m.., 
innual dinner. Guests invited 

HuppersFieLD Drvision.—At Huddersfield Royal 
Monday, May 6, 8.15 p.m., business meeting 

MONMOUTHSHIRE Division.—At 20, Stow Hill, Newport, Mon 
Tuesday, May 7, 8.30 p.m., annual general meeting 

NortH Mipp.iesex Drvision.—At House of Commons, Satur- 
day, May 11, 7.30 for 8 p.m., dinner. (6.30 to 7.30 p.m 
officially conducted tours of House of Commons and House of 
Lords.) Wives of members and guests are invited 

SoutrH-west Dtvision.—At Ivy Bush 
marthen, Saturday, May 4, 8 p.m., annual meeting 
_Tunsripce Weits Diviston.—At Kent and Sussex Hospital 
Tunbridge Wells, Monday, May 6, 8.30 p.m., Sist A.G.M 

Wematey Drvision.—At House of Commons, Saturday, May 
11, 6.45 for 8 p.m., dinner to be held jointly with Willesden 
Division, for members and their ladies 

West Mipptesex Drvision.—At Paul's 
Broadway, Ealing, W., Thursday, May 9, 
general meeting. 8.30 p.m., Divisional dinner 

Wootwicw Drviston.—At Woolwich Memorial Hospital, 
Shooters Hill, S.E., Tuesday, May 7, 8.30 p.m., meeting. B.M.A 
Lecture by Dr. A. Talbot Rogers: “ Current Affairs in Medical 
Politics." Members of Greenwich and Deptford, Lewisham, and 


Infirma 


Hotel, Car- 


New 
annual 


Restaurant, 
7.30 p.m., 


Dartford Divisions are invited 
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Tov all day freshutss 
THE NEW ABSORBENT 
COTTON UNDERWEAR Consultation 


Ma on yo 


Singlets, 
Elastic waist Trunks and 
Jockey Trunks 

from 6/114. 
Vests—Round neck, short 
sleeves from 8 64. | 


Vests—Buttoned front, 
short sleeves from 9/9d. 


Pants— Buttoned front | 
rom 12/34. | 


Trunks — Buttoned front 
from 9/64. 


Makers of the famous 
83 Socks with red taps 


since 1895 


hi 


If unobtainable, write 
Dent. M.3. Two Steepies Led. 
Wigston, Leicestershire. 


The surgeon liked his Guinness, 


They consulted one another 
And prescribed themselves a few. 


The surgeon took his colleague home 


| 
The physician liked it too, 


(As any good friend would) 


The New Economical Glucose Drink 
For he had a dozen Guinness 


Like every doctor should 
They admitted as they quaffed the lot 


(TRADE MARK Their prescribing did them good. 


UP-AND-AT-EM ENERGY | And would it do the same for ar 


Buy Guinness and it could ! 


M.B., B.8., M.R.C.S., L.R.C.P, 


‘a *K Doctors, too, enjoy writing verses about Guinness. The 
ld. inness by one 


above contained tn a letter addressed to Gu 
of them is published by kind permission 


GUINNESS 


s a triple strength glucose drink made 


INGREDIENTS : 
ose and flavoured with whole 
30°/. Dextrose 


ljown health drink expenses. A 26 fi. oz 
bottle sts only 36 and makes from 3] to 4 lemon juice, citric | 


f ready-to-drink Citroze which complies acid and benzoic acid 
the reguiations for a dextrose beverage 


G.€.2757.4 


)PRIETORS: O. R. GROVES LTD., 20 JERMYN 8ST., LONDON, 8.W.} 


REGENT 798¢ Vand 6175 | e 


CITROZE | 
— 
| 
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An analgesic cream for 
the treatment of neuro- 
muscular pain 


his analgesic cream is very effective in the treatment of . rove 
fibrositis, muscular pain, lumbago, neuritis, neuralgia and a 
$ciatica. Free from objectionable odour, it is formulated eg oy a 
to produce a readily absorbed cream, and helps to give : 
rapid relief from pain 
Ihe presence of Methyl Nicotinate produces dilation of FORMULA 
the surface blood vessels and allows penetration of the Benzocaine B.P 1-5 
Glycol Salicylate 10% 
analgesics Glycol Salicylate and Benzocaine. Methyl Nicotinate 2% 
? Capsicin (Woolley 0.1% 
ad 100% 


| POISON | 
PRICE 
19 10 per Ib 
Less professional discount 
Plus purchase tax 30% 
JAMES WOOLLEY SONS & CO LTD. 
VICTORIA BRIDGE - MANCHESTER 3 


in association with j. C. Arnfield & Sons Ltd 


9 | 
How do YOU tackle flat foot? | g good reasons 


you om exter WHY MORE AND MORE 
{| || HOSPITALS AND PRACTITIONERS 
| SPECIFY 


BUT the wedees soon wear 


awa and very often the Id 
is mack feel self-consciou 
because his shoes look different 
tre ther children’s 
ha en / 
the oute 
af repa PLASTERS 
the ati Ow Sta e 
INNEI re 
a @ Because ZOPLA plasters were developed in collabora- 
bers ypracicas = tion with some of the leading Hospitals 
MULI 
ad @ Because ZOPLA plasters made by Leslies have a 
)-year-old rep per ty and a 
I Mr. W..J. Peake, James Sou 1 30-year-old reputation for dependability and quality. 
( Nerwich @ Because there is a ZOPLA plaster for every medical 


and surgical need. 
@ Becaus ¢ ZOPLA plasters conform {to the most rigid 
specincations. 


= medical 
IN — The Zopla Range includes self-adhesive Strappings, felts, 


and flexible dressings. 
Details of the full range together with samples will gladly 
‘ Inv ‘sible Wedge Shoes by ST ART-RITE be Sent on request 
=" LESLIES LTD. 
Inmeraze Shoes are supplied only against medical prescription ESTABLISHED 1823 - WALTHAMSTOW, LONDON, E.17 


ate make the finest children’s shoes as 
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Reduces the mean bleeding-time 


Adrenoxyl reduces the mean bleeding-time by decreasing the permeability and 
increasing the contractility and resistance of the capillary wall. 


A dry field at operation 


Adrenoxyl has been successful in diminishing capillary bleeding in a wide range 
of surgical operations. It has proved particularly useful in ear, nose and throat, 
ophthalmic and plastic surgery. In plastic surgery of the face it has been reported 
that, post-operatively, there is less swelling and bruising when Adrenoxyl has 
been used 


No side effects 


Adrenoxyl does not have any side effects or contraindications. It does not 
affect blood coagulation, blood pressure or pulse rate and does not possess any 
sympathomimetic properties 


In medical conditions 


Adrenoxyl has been used with success in those medical conditions associated 
with capillary fragility. 
In the British Medical Journal (April 21st, 1956) a correspondent confirmed the 


value of Adrenoxyl in providing a dry field for the surgeon and in shortening the 
duration of the operation. 


Packs 


Ampoules: Boxes of 6 and boxes of 50. 
Each ampoule contains 0.75 mg. of adrenochrome 
monosemicarbazone dihydrate. 


Tablets: Tubes of 25 and bottles of 500. 
Each tablet contains 2.5 mg. of adrenochrome 
monosemicarbazone dihydrate. 


The best results are obtained when both tablets and ampoules are used. 


HORLICKS LIMITED 
Pharmaceutical Division Slough Bucks 


Literature and samples are available on request to the Medical Information Dept. 
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Phenoxetol 


PROMISE 


: wi ii 
THE WELL-KNOWN ANTISEPTIC 
AGAINST 
GRAM-NEGATIVE ORGANISMS 
C th 
ove e 
rr keep it by 
\@ ed 
on the n ofa 
with scient 
Sole I ref United Kingdom 
SAMUELSON a co any child in o 0 rid 
i, CRUTCHED FRIARS, LONDON, E.C.3 
Telephone ROYAL 11178 
E BY Cc. & Jj. CLARK LTD. SET 


FINANCE 


for the acquisition by 


PAYMENTS OUT-OF-INCOME 
SURGERY AND OTHER FURNITURE, SURGICAL 


INSTRUMENTS, MEDICAL TEXT BOOKS, X-RAY 
APPARATUS, MOTOR CARS 


BRITISH MEDICAL FINANCE LTD. 


London, W.C.! 


Tavistock House South, Tavistock Square, 


Will YOU take more interest! 
TAX FREE 


equal to 7 Gross 
— 
i 
\ 
Te you who should leave nothing tot ¥ 
chence we offer a vital service 
ence 


ey ential = 

Fully 5 ering 
Your money is sefe, Your interest is more! iA 
the LION. BUILDING SOCIETY 
CHISLEHURST KENT Tele es 


| Leaving Britain? 
... then buying a 
FORD through our 


Personal 


Export Scheme 


is essential . . . the 
service too is superb 


DAGENHAM MOTORS LTD 


YDE PARK 4866 


56 PARK LANE, W.!. 


6, 8 & 12 SAP NGLEY ROAD, CATFORD, S.£.6 
HiTher Green 482 
74 EALING ROAD, ALPERTON, MIDDLESE 


PER vale 3388 


300 NORWO 
GIPsy Hill 767 
THAMES H OUSE WELLINGTON STREET, S.E.'8 


9000 


8 BALDERTON STREET, W.1! 
HYDe Park 4070 


OD ROAD, S.E.27 


NSWAY, BAYSWATER, W.2 


22 ee May 4, 195 
| 
4 
| foot troubles caused by footwear, if from ef 
| 
| 
| 
The above list is ustrative only Under its equipment 
aca ANY article and spread the cost over a period 
/ 
0 
— 
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MAURIER 
the filter tip 


cigarette 


CORK TIP IN THE RED BOX 
PLAIN TIP (MEDIUM) IN THE BLUE BOX 
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= 
| CLASSIFICATION 
APPOINTMEN I's and order of appearance 
Applicants should state name, address, age, nationality, qualifications, and enclose Practices 
(unless otherwise specified) one copy each of 3 recent y%& testimonials with short Partnerships 
statement of experience and appointments held 
should be if Assistantships 
A icatk Ou. sent at once U ate is given. . 
Canvassing in any form will disqualify. Locums 
WSERVICE MEMB have difficulty in supplying recent 
] testimonials, but this should not deter them from om Situations (Medical) 
A fully registe edica! practitioner who is liable N a! Service st obtain deferme APPOINTMENTS 
‘ al Rex an facluding pre-registratioae 
ere on - are ender appropriate specialty beadings, as follee : 
Clear to m by the Ministry of La dai Anaesthetics Ophthalmology 
Cardiology Orthopaedics 
RY SCALES OF JUNIOR GRADES OF HOSPITAL MEDICAL STAFF Casualty Paediatrics 
Registrar Grades, Whole-time Chest and Tb. Petholens 
ov 
Posts years regist nasa Dental 
n é . £1,061 10s Dermatology | Physical Medicine 
E.N.T. | Plastic Surgery 
Infectious Diseases Radiology 
Medicine R 
Neurology adiotherapy 
Other Grades, \ e-tis Neurosurgery | Rheumatology 
467 Obstetrics and Surgery 
Gynaecology Ihoracic Surgery 
M ’ ee in the following order 
t Consaltants S.H.M.O.« Registrars, 
Clinical Assistants, J.H.M.O.s, Senior 
House Oilficers. House Officers, Pre- 
registrations 
N alist staff 
pro ex eM Public Health | Educational and 
onsulting Rooms, 
HOUSE OFFICER Po yea n Industrial | 
2 ,asa me und a ear ouse uv 
£i Republic of Ireland Accommodatiua, etc. 
‘iL ME AL OFF R: who ha : : Oversea | Cruises and lours 
R rars and w ss y tha ! University and | Hotels 
5 an ess an > 
y £55 to £1,18 cra ft Research | Miscellaneous 
£170 per a ’ ude Scholarships Homes 
ALL. NATIONAL HEALTH SERVICE HOSPITAL APPOINTMENTS ARI Notices Agents 
IN ACCORDANCE WITH THE TERMS AND CONDITIONS OF SERVICE Rates are shown on the Inside Back Cover 
OF HOSPITAL MEDICAL STAFI 
MEMBERS ABROAD. Copies of vacancies 
Any advertisements appearing in this issue for posts in grades up to and including edvertused ia the ernal cam be cent te AI 
senior registrar which quote the rates of salary which obtained before April 1, MAIL. The minimum cost is 3s 5 week, which 
1957, are published on the assumption that the employing authorities will make the tgs: additional 
necessary adjustments Piease state e of y and remit to the 
4/4/57) Advertisement Director, 
PRACTICES (Executive Councils) | PRACTICES (Wanted) | ASSISTANTSHIPS VACANT 
For vacancies (except those in Scotland) apply on | EXPERIENCED PRACTITIONER DESIRES | Wanted, Assistant, married Partnership prac- 
Form §.C.16A, obtainable from the Executive : Lond West | tice. ¢ nished 
Couacil Mark cavelope Vacancy.” if h Box PR.1253, B.MJ fre 1 <A 7 BMJ 
a Wanted, June or July, male Assistant with view 
LANCASHIRE EXECUTIVE COUNCIL PARI ‘SERSHIP REQI RED IN PRIVATE OR | in Box 
Box PR.1030, B.M Vanted, Yorks rural, Assistant, married. 
WALTON-LE-DALE. sear Preston, Lancs nt, English or S ( 
res PARTNERSHIPS (Offered) Al BM 
‘in R Wanted, soung married Assistant, preferably of 
av : ; } PARTNER IMMEDIATELY REQUIRED FOR me f y. in large Ken wn. Fos view 
F j + prospect of suc- Assistant, married, Liverpool pleasant suburh. 
La Ex house i Ow 4.123 
4 658 — BMJ 
PARTNER, SUCCESSION ABOUT TWO YEARS, Assistant eutred 
RYE ROAD. HODDESDON at requirec (no view June, for 
Box PA B.MJ 
D a4 ‘ 4 2d and n Apply 
m EC le | bon 
" M ~ 
6/8 OFHTHAI Mi Al PR Assistant to partnership. No view. July 1. 
Lars rea Unfurnished fat 
ren Box A BMJ 
PARTNERSHIP OR ASSISTANTSHIP WITH . 
ta Assistant wanted, North-East Birmingham Out- 
PRACTICES (Offered) ls , PA BM r. Own car. Scope for worke Box A.1237 
B.MJ 
NEW ZEALAND LARGE PRACTICE WELL-QUALIFIED PRACTITIONER RECENTLY _ Birmingham. Regular Saturday Locum required. 
ca sh B ( salary Own car Box A.1209. BMJ 
Sa lone m bors Birmiagham. Experienced married Assistant, 
M m Towa surger Box . Sure s a Box PA.1229 vd View Own car Flat available. Salary 
PR lO BMJ BMJ | £1,100.—Box A.1208, BMJ 
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Hastings Hospital Managemeat Commitice 


prac 11, Hotmesdale Gardens, Hastings 

Doctors required for duties Leadon, arrang ? 
answering GP at Cc ied More ~ Crkkhowe Locum Resident Medical Officer 
exper Phon TU D 0203 Brec nshir required for whole July 7 

Experienced Assistant required in large practice. locum “Feavired dene 13 to July 6. Not sole 957 rclusive Remunera £19 Se. week 

Box A.12 BM charg wo Preferably easy reach [ford Non-re Jeat Apply. giving dctaiis of qualitica 

Married Assistant required. Midiand practice. Usual | Box L.1250. BM | thonms and expcrience Group Secretary 6428) 
£900 plus £150 car allowance ree unfurnished Le ocum required, Lendon. for August, male 
flat, beat an R Box A.1124. BMJ or : preferred but mol essentia Leeds Regicas olf Hospital Board 

M arried Assistant Shefficid. Large unfurnished Box BMJ — 
flat. garage Know GOP n Locum wanted wiih car, August If for four Short-term Lecum Tenens 
midwifery css an share aft weeks Cornish seaside shi 400) No A nimen in the Registrar gerade 
onc year if satisfa S ‘ sive | midw A, mmodat cellent small stan 2 nOspit c 
Commen j Box A.124 BMI | ent—-Box L.124 MJ Board arti im the 

Outdoor Assistant (cither sex) wanted, to three | wanted, experienced mate or female. ce. & 4 m ne 7 Ix 
Partn Cc . Sout Y orks Ac- | with car, single practic nalf-day and surecry and psychia I 4 ers 
commod n C sen Salary by i ly 1 to 13 inclusive Usua suitably perienced st | atc w he 
arrans 4 Box A122. BMJ ncast ox L.1213, B.MJ | Secreta Joint Registrars Commitice, Park Parade 

Part-timc Assistant w wanted in West London Harrogate S781) 
Car own Box A.122 B.MJ 

REPLIES TO BOX NUMBER Leeds Regional Hospital Board 
: ADVERTISEMENTS Whole-time Locum Radiologist (Consultant or 
ASSISTANTS AVAILABLE The 1 and addresses of advertisers | S.H.M.O.) 
h s in strict Duties S Gr f Hospitals 

Wanted. Assistaniship with view Bart's M.B | 7 be dis sed. Appili The appointment w j f n nl perio f 
BS. MR.CS., L.R.C.P., Protestant, Lancashire separately enclosed and ne t to f Applica 
bora, 30, married, family, car. HP... HS. | ns, § qua and details of 
obstetrics sua rthopacdics RAMC | a wing da gether with 
Trainee nd Assis Available July Box | N the a a ss cs, to the 
4.1211, BMJ British Medical Journal Se y. Park Parade. Harroga as sOOn 

Wanted Assistantship. preferably with view. BMA. Hous poss 6132) 
Aged 28. o wn Scottish MB 1 k Square, W.C.1 
pract x nce. Refer Manchester Regional Hospital Board 
ences.—Box B.M.J mmumica ar rwarded to 

Experienced woman doctor available part-time ed 7 Locem Whole-time of Maximom Part-time 
work { f I n or 30 miles en os It is not possible for this office to accept Consultant Radiologist 
thereof H GI Box A.12 BMJ | telephone messages for relay to advertisers. required for fo moaths from early June. 1957 

Obstetric Registrar with view, | as lay f in var cs in 
Southe marries ne child.—Box | i Salary ding dividual grading 
A.1232, BMJ ames to 

St Thomas’ B.S.. available evening Practitioners desiring to act as Locum Tenens Administrative Medical 
surgcric A k Lcamineton K worth and r short or ng s ar nvit t nmur | fficer of B Chectw d Road, Man er 
Covent e Ke wor 9 even | cate w Vaca } A ca 06) 

Welsh spcaking Gay's, M.B.. D.R.C OG. I ner Medical Ag 25. Maiden ne, W ¢ 
qualified i. ed ar, wants Assistantship | Womens Gocter requires Locum July "27 to Sep Newton Abbot Hospital (general section 65 beds) 
with June Hospital and G.P. experience don Wil and hildren we - 

Box A BM nr Box L.12*!1. BMJ Locum Resident Senior House Surgeon 
| requtred for one week from May 18 1 25, 1957 
TRAINEE GENERAL Secretary, Torquay District Hospital Manag 
Locum House Physician Torbay Hospital. Torquay, Des 
Medicine and Dermatolog)) 
PRACTITIONERS (Vacant) required 92 

A Woman Doctor is required for the post of > baste Peace Memorial Hospital, Watford, Herts 
Trainee June |! » large genera ‘ts 
Beckett Hosplenl, Barnsley Locum $.H.M.O, Casualty Officer 

for ne 7) 4 ] 
are aa anches = Fiat Locum House Surgeoo or eq fos week fr m May May 18 
aila Box T 2 BMJ equired for per to 21 Apply to Sa y a ng {0 national scales 
“Cornwall Male Traince required. Car owner e Grour 33. Gawber Ba A 

artncrs sen a arca | 644 
G midwifery an (6443 Sheffield Regional Hospital Board 

ent s—Box T1134. BMJ 

South Birmingham. Four partners. Live ovt. | Whole-time Locum Resident Registrar 
Wide at rot 713. Yard (Orthopaedics) 

Wood R 1. | i4 Locum Casualty Officer (8.H.0.) required at the Doncast R Infirmary from 

Trainee, fe mate rred, wanted 15 miles from | — Ma 16, 19 Remunera » £19 Ss weck 

| quired General Hos F e, Dors Anot >» Seer neffie shag 
Lond j und GP st tery is May 20-26 and J 24-20 ane ply « ecretary, Shefficild Regional H tal 
Ap nen Car essen V nt now . with two recent tes sis. to the Hoe B Da 3, Old Fulwood Road, Shefficid, nan wo 

B B.MJ pital Secretary 6444) re = (6445) 

Trainee required, male, married, car owner, for 
Jun London. Well-furnished anc Burton-on-Trent General Hospital Croup 
Ample time Icisure /study Box 
T | Locum Registrar (Surgical) Register 

Trainee required, male, car owner. Usual | juired at th shove hospital (approved for a . cata! a spital s) or 
emolun nts. roi | mmodation available FRCS week week basis Applications branche bie 

Gack d G mp Secretary, Ge A... £19 $s week A ms to the Medical 
N.W.t. I y. Rota. Tim Ss mmed 6337) 
for P.G. work N.HLS. scale Box 7.1247, B.MJ enc 

: | Canterbury and Isle of Thanet Hospital Sowth Cheshire Hospital Management Committee 

Traince required, male. starting July 1, for Management Committees 
prcasam cous Crewe and District Memorial Hospital 
accomm fon a adie 1 c single. Ample Locum Tenens Registrars in Obstetrics and (188 beds acute, and continuation 32 beds) 
tim Swart Smith, The Elms, Ombers- Gynaccology 
ley. Droitwich requ (a) from M 27 to 

MRCOG. an advantag App Council Scale Apply mediate atatine ae 
Secretary, Ca unter G p qualifications, etc.. with nan wo refer to 
LOCUMS (Vacant) Fields Hosp Canterbury, the Group Secretary, B Hospital, Nantwich 
particulars can be obtained (6681) Cheshir 714) 

Wanted, Locum for easy practice pleasant 
Warwickshir resort July 1 to 31 Scets or City General Hospital, Sheffield, 5 South Londos Hospital for Women, 
English preferab bringing wife but not children —- am Common, §.W.4 
Car tiona Obstetrics desirabl Box L.1235 Locum Senator House Officer (Orthopaedic) - 

BM! required for the period up to July 14, 1957. Rate Applications are invited from female medical 

Wanted, enn July 10 for three wecks. Car of oav £15 19s. per week Apply. giving ful practitioners for appointment as 
essen! nodation provided Replies Dr ictails. to the Group Secretary, Shefficid N I Locum Tenens Obstetric House Sergeon 

*s van, Greenh Road. Griffithstown, Mon Hospital Management -Committee, Nether Edge from June 29 to July 17, 1957 Whitley Council 

Wanted, Locum, with car, July 6 to July 22 Hospital, Shefficid, 11 (6420) rates of pay aad conditions of service Applica- 
Accommodation provided Sing!c- handed 18 gns tion forms from the Hospital Secretary (6446) 
weekly and r allowance Stoke-on-Trent.—Box Croydes Group Hospital Management C 
L.12 BMJ Southamptoa Group Hospital Management 

Wanted, Locum for general practice partnership Group Pathological Laboratories Committee 
ip Essex from July 3 wo 10 ar owncr.—Box 
L.1234. BMJ Locum Tenens Pathologist (Consultant or Applications are invited for the post of 

Lecum required In industrial Midland towe from S.H.M.O. grade) Locum Senior Surgical Registrar 
July 1 tin August $1 Partner remaining No from June 1, 1957. All-round experience necessary t the Royal South Hants H Southampton 
midwifery Box L.1245, BMJ Enquiries direct nsultant Patt gist Appili- Applications, giving 

Locum required, male or female, for seaside cations in w together with nam f two sing names two 
practice. at to drive June 10 to August 18 | referees, to A Paines, Group Secretary a the Group Secr« 
(whole or part) To assist remaining partner.— | H tal Management Committee, Gencral Hospita t t ton Group H tal Management 
Watson, 41, Wellington Road, Bridlington. London Road, Croydon (6336) Committee, Bullar Strect, " Southampton 6669) 


| Locum required last week June, nine weeks. Own Pe 
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Locums (Vacant)—contd 


Upton Hospital, Slough, Bucks 


Lecum Senior House Officer (Casualty) 
eq M 6, ¥ g with Regis 
er 
; a 
Welsh Regional Hospital Board 
Whote-time Locum Tenens Consultant E.N.1 
Surgeon 
req { Mid-Glamorgan H.M.C. arca immediately 
Ar ee SAM.O 
Te I k, Cardiff 6543) 
Westwood Hospital, Beverley, Yorkshire (229 beds 
Locum Orthopaedic House Sur 

Senior H or r or House Officer grading 
a Jing x \ 
Se 61 


LOCUMS (Available) 


Expertenced doctor, Englih. available for 'ocum 
engasg nd Ex t test 
tox BM 

Exupericaced docto married own car, secks 

mid 2 Box B.M.J 

Experienced G.P.. would do odd surgeries, week 
ends ( Box I 24 
BMJ 

Experienced woman doctor avalable for G.P 
k wo Box BMJ 

Registered Practitioner available locums Own 

n Box L.1202 { 
SITUATIONS (Wanted) 

Hardworking Doctor (S56) highly qualified 
Ba wide ex ~ elds 
‘ ation hea ks post 
I a Keo Wh ‘ Box 
s 


APPOINTMENTS 


ANAESTHETICS 


EDWARD VII MEMORIAL 


HOSPITAL 


BERMUDA, KING 


ANAESTHETIST (Comultant Grade 


LIVERPOOL REGIONAL HOSPITAL BOARD 


The United Liverpool Hospitals 


SENTOR REGISTRAR IN ANAESTHETICS 
“A aK 


MANCHESTER REGIONAL HOSPITAL BOARD 


District Hospital Management 


Committee 


Oldham and 


ANAESTHETIC REGISTRAR 


A are f Anaes 
thet R 
and ) ) 
} 7 beds 
D_A Ar e 
r to f sa 4 the 
G Se ary, Central Off Rochda Road 
< 
NEWCASTLE REGIONAL HOSPITAL BOARD 
REGISTRAR ANAESTHETIST 
wt Newcastle upon group 
s—Newcastie G 1s 
s Le eurosurgica plast 
et R gnired r PARCS A 
a | idres t 
S 1O.. R al Board, B Roa 
N ¢ ao T 6. within 14 days 6447) 
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IRFLAND HOSPITALS 


AUTHORITY 


NORTHERN 


APPOINTMENT OF REGISTRAR 


Ar 7 e-time post 
RK \ managed 
B M ( m- 
The Ww n 
wit Ss 4 t 
= 

N Ireland H \ 

44-4 n S Belfas and j 


METROPOLITAN REGIONAL 
BOARD 


NORTH-WEST 
HOSPITAI 


ANAESTHETIC REGISTRAR (Non-resident) 


als 

Mid 1 ut A A en 
e ne 

by 

\ and 

ret to. G S Mid 
H.M.C Park R N.W.1 


METROPOLITAN REGIONAI 
BOARD 


NORTH-WEST 
HOSPITAL 


REGISTRAR 


e-time n D ent 
t | General H (702 
\ H 
vith M I 
Edgware ( 
I M x. by M 4 ’ 4 


NORTH-WEST METROPOLITAN REGIONAL 


HOSPITAL BOARD 
SENIOR REGISTRAR IN ANAESTHETICS 
Fdewa G H Edew Middlesex 
beds Ree Scheme in 
for n «6p 
I FFARCS 
H 
An 
H Managem Edgwa 
M 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Infi ‘mar 330 beds) 
and F.F.A.R.C.S.) 


Doncaster Royal 
(Recognized for D.A 


WHOLE-TIME REGISTRAR (Anaesthetics) 
Ap 
H Roar i R 


THE HOSPITAL FOR SICK CHILDREN 


Great Ormond Street, London, 

Tt will be a va » Sule 1087. far 

RESIDENT ANAESTHETIST (Registrar grade) 
tha M 
H. R H G r and 
THE ROYAL NATIONAL THROAT, NOSE AND 
FAR HOSPITAL. Gray's Ina Road, W.C.1, and 
Golden Square, W.1 


is a va for ? 
ANAESTHETIC REGISTRAR 


(Resident of noa-resident) 


t A rx A icants 
av sor xp 
Ree grad 
fica 
“ 
t to the H ry 
UPTON HOSPITAL, Slough 


ANAESTHETIC REGISTRAR 
sired th d 


nt eq s a hospitals 

Gr ) Post recognized for D.A d 

FF k S Forms of a tion from nd 

Secretar y. Wind HM.C Alma 

May 19 6429 
WHITTINGTON HOSPITAL, London, N.19 

ANAESTHETIC REGISTRAR 

quired Post gnized for nd D.A 

Hos e v i t | iment 
ADI ns from. 

t h ecretary, 46, Ch y Park, 

May 13, 1957 (6449 


May 4, 195 
WESTERN REGIONAL HOSPITAL BOARD 
Applications are avited for following 
appointments, which will be for ome ycar in the 


IN ANAESTHETICS 


Glasgow 


SENIOR REGISTRAR 
‘ Western 


al 


REGISTRAR IN ANAESTHETICS 
R Infirmar G!aszo 


based a z0ow 

App st g date f birth 
jualifications x ment, and 
mes f he Secre 

ary, Western Region Hospit B 64, West 
Reecnt t. > by May 1957 

6558) 


BOURNEMOUTH AND EAST DORSET 


HOSPITAL MANAGEMENT COMMITTEE 
Royal Victoria Hocpital, Shelley Road, 
Bournemou 
Applications are im *| the appointment of! 
RESIDENT SENIOR HOUSE OFFICER 
(Anaesthetics) 

The pos which becomes ” on May 25, is 
recognized for the D.A nd F.F.A.R.C.S., and is 

y tenable for 12 months i ence with 
hor t availab Applicat the Hos- 
S (6450) 


ESSEX COUNTY HOSPITAL, Colchester 


(185 beds) 
SENIOR HOUSE OFFICER (Anaesthetics) 
Post tenab for ar Recor for F.F.A 
and D.A The succes candidate w be called 
pon to give anacstnetics n 1OSpitals n 
t G Apt ations ies f three 
monials t G § ary Colcheste 
H.M<4 4 Essex 6644 
IPSWICH AND EAST SUFFOLK HOSPITAL 
Anglesea Road Wing (356 beds) 
Apriications avited for th 
SENIOR HOUSE OFFICER 
(Resident Anaesthetist 
The post. wh becomes v n July 1, 19*7 
ed D.A. and the I AR *xamina 
4 ’ ms. stating a ronality 
estimon Hospital 
(6138) 


LEICESTER ROYAL INFIRMARY 


Anr stions are in if 
SENIOR HOUSE OFFICER (Anaesthetics) 
n Th 


Va n s duties 

at bor R I and the 
G H R D.A 

FA Ap ns ng s and 

s ol 8 to 

ter N H Manage 

Leices vfirmary 

472 


METROPOLITAN HOSPITAL. Kingsland Road, 


London, E.8 
Ar ions are if gistered medical 
RESIDENT SENIOR HOUSE OFFICER 
Anaesthetist) 


The p sr he F.F.A.R.C.S. Apply 
Stating nationality | fications and experien 

t with two testim the H a 
4573 


NUNEATON HOSPITALS 


SENIOR HOUSE OFFICER IN ANAESTHETICS 
sident r non-resident Recognized D.A., 

F.F.A ations Secretary, Manor Hospita 

Nuneaton (6340) 
OLDHAM AND DISTRICT HOSPITAL 


MANAGEMENT COMMITTEE 


APPOINTMENT OF SENIOR ANAESTHETIC 
HOUSE OFFICER 

Ap 5 n re r © ar nent of 
Senior Ar H jent) 
cs at tt Oldham R In 0 beds 

Dis Hospita 
R J S7. The 

als n j r th D.A Applica 

w mcs f tw ferees 

sh | warded f h Group Se 
re oO and =Dist H Management 
Comm Centra Offices Rochdale Road 
Oldhan (6583) 

QUEEN CHARLOTTE’S AND CHELSEA 
HOSPITALS 
ANAESTHETIST (Senior House Officer) 

Resident post, tenable for six months from 
July 1957, in the first instance, for duties at 
hospitals Post recognized for the purpose 
FFAR.CS Applications to the House 
G n forms obtainab fn 19. Goldhawt 
ndon, W6 (6555) 
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Anaesthetics—contd. } w at the end of this i f 
| ation forms obtainable fror und abl 
READING AND DISTRICT HOSPITAL | > “ak ry LATICLR Secretary, Mid-Herts Group H ul Mat 
MANAGEMENT COMMITIEE IMPORTANT NOTICE 
APPOINTMENTS 
Royal Berkshire Hospital, Reading (339 beds) | COVENTRY & WARWICKSHIRE HOSPITAL 
Applications a wited from registered medica Medical practitioners are requested Coventry 
* not to apply CASUALTY AND ACCIDENT OFFICER 
SENIOR HOUSE U.H.M.O. status) 
FFICER (Annestzetics) | for any appointment specified in this Recognized F.R.CS. Residen Applications to 
Vacant May ! for a period « year Hos Secretary (6405) 
Post ed for FFARCS § £745 otice or for any appointment under an 
per ar Ss £150 for board-resid w iuthority referred to in this notice with- KILMARNOCK INFIRMARY (147 beds) 
and nt post he names of thre J.H.M.O. CASUALTY OFFICER 
re Gre Ss tar R a | tary ol e British Medical Association, required Post Gers wide exper » 
< B.M.A House, Tavistock Square Specialist supervision. Resident. National terms 
av g K 4 London. W.C.1. or with t Med S Apply immed y to Arca Medical Supcrioten 
jent, 1, Hill Street, Kilmarnock 6715) 
ROCHDALE INFIRMARY etary of the Irish Medical Associa 
- 10, Fitzwilliam Place, Dut , to learn the SOUTHPORT GENERAL INFIRMARY 
S.H.0. ANAESTHETICS tem the 
e Association regarding the JUNIOR HOSPITAL MEDICAL OFFICER 
of tw ’ s, to Group terms and conc $ ol service pertain = 7 
Secreta B Hill Hosputa ing to t ppointmen gf 
Roct | REPUBLIC OF IRELAND. of two estimonials, to 
Group Secretary, Southp ric M.« 
PORTIUNCULA HOSPITAL, | Gro 
ROYAL SUSSEX COUNTY HOSPITAL | BALLINASLOE, CO. GALWAY | sont 
Brigatos (321 beds) CONNAUGHT HOSPITAL, Watthamstow, E.17 
Resident and isiting Medical Staff (118 beds) 
RESIDENT ANAESTHETIST (S5.H.0. grade) 
req with ia of duties | By Order of the Council ase ter the cent of 
agree ‘ al and | . MACR CASUALTY OFFICER and DEPUTY RESIDENT 
other specialized units w the Brig A AACR AE, SURGICAL OFFICER 
| April 30, 1957. Secretary graded as Senior House Officer, vacant May 26. 
on he 1957 Recognized for F.R.C.S Salary £819 10s 
na irs 1d naming per annum, less £150 per annum t board ging, 
refe the Administrative Off Royal Sussex CARDIOLOGY etc. Ap ations, with f ‘ J ' 
County Hospita 213 two recent testimonials, should semt imn 
| orels » We 
STOCKPORT AND BUXTON HOSPITAL | which the Institete of 
MANAGEMENT COMMITTEE Cardiology) EPPING, ST. MARGARET'S HOSPITAL 
S.H.0. ANAESTHETICS | ‘The Board of Governors favites applications to SENIOR HOUSE OFFICER 
Ap ations are invited r tw S Hi Anaes a vacancy, as n June 1, 1957, in the post of as Casualty Officer and Orthopacdic House Surgeon 
heu ‘ ut Stepping Hill Hospita s3i | REGISTRA } Duties to « Recogn ! training 
neds) t St rt y 163 \ sicants sh Id have been fully trained in gencral post for 1a “a css 
mds K« ‘ gnized f D.A ficin and sh 1 possess a high medica! deduction f e Applications 
nd F.F.A.R.C.S., and there are fac s for jualification. O nities for research 4 ; with ¢ ‘ timonials, to be sent 
An age, ex and | A ation sies of three rec to the Group Secretary. Epping Group HMC., 
qua ” with cog f tw . vials, j sent t n + | Oak Cottage, The Plain, Epping, Essex, by May 10, 
niais, iressed to the Secretary, Stock May 25 $7.—Robert G. f | 195 6124) 
and Buxton H.M.C., S9B, Shaw Heath, Stock- | to the Board 
por (he ESSEX COUNTY HOSPITAL, Colchester 
| THE LONDON HOSPITAL, Whitechapel, E.t (18S beds) 
COMMITTEE . SENIOR REGISTRAR SENIOR HOUSE OFFICER 
salifie to Casualty and adiotherap Jepartmer t 
City General Hospital (845 beds) Cortioc A Neher 
nm medicine is requir appoinime ‘ car 
Recognized for F.F.A. and D.A, f FRCS Applications, with copies of three 
af iress testimonials to Grour Secretary Colchester 
SENIOR HOUSE OFFICER IN ANAESTHETICS | MC. 14, Lane 
P anacstnct xpericn des y May ey 
This . flers ext ’ n GENERAL HOSPITAL, Southend-on-Sea 
‘ wera, surgery thora 
ar sure an obstctr Applications are invited for the post of 
Staff Registrar vin | CASUALTY DEPUTY CASUALTY OFFICER (S.H.0. Grade) 
res tics plications t 
Stok with dutics in the Fracture and Orthopacdic De- 
1 H vent Commitice. Prin CLACTON AND DISTRICT HOSPITAL partment for a period of six months from May 
Road. Stok Tren ; (6401) Clacton-on-Sea, Essex (58 beds) to October Post resident Applications, stating 
= — age. qualifications and experience, with copies of 
REGISTRAR (Temporary) recent test rials, to reach the undersigned as 
UNITED BRISTOL HOSPITALS quired as Resident Casualty Officer during soon as . 1. Cc. Ficid. Se tary 6696) 
| mir for period not excecding six Months 
App ms are invited for a resident or non 4 ations, with copes of three testimonials, to GLANTAWE HOSPITAL MAN AGEMENT 
residemt post of Group Secretary, Colchester H.M.C 14, Pope's COMMITTEE 
s ) Lan Coichest Essex 6655) 
AN ETIST (Senior € M sen ficepital (904 beds). Swanses 
t tf six months from uly | he 
duties of st work in ail branches of KINGSTON GROUP NOSPITAL MANAGEMENT the 
al Grow SENIOR HOUSE OFFICER 
names a < tw al 
May 13 <7 Secretary Kingston Hospital, Wolverton Avenue. in the Casualty Department of the above hospital 
the Board, Royal Infirmary Branch. Brist 2 Kingsioa-on- Thames Full particulars, stating age. qualifications and 
(6636) 2 experien together with copies w ecent 
Applications are invited from suitably qualified testimonials, should be sent to the Medical Supcr- 
and experienced medical officers for the post of miendent of the hospital.—T. E. Jones, Group 
WOOLWICH GROUP HOSPITAL full-time Secretary 6152) 
MANAGEMENT COMMITTEE CASUALTY AND ORTHOPAEDIC REGISTRAR “ 
SENIOR HOUSE OFFICER (Anaesthetics) of which HOSPITAL, (253 beds), Harrogate, Yorks 
Tw ppointments, mid-June ne at ) sponsibie. wi nelu ties it 
Memorial Hospital, "Woolw St SENIOR HOUSE OFFICER 
Nich Hospital, P . asfu Jidate w be required 1 e h n Casualty and Orthopaedic Surger Recognized 
f i AR S. and D.A repent . room when r FRCS Resident or non-residen Partly 
and ma a btaina ’ lished house shortly me availat 
Gr Secretary, Memoria |G Secreta n Road. K sonat renta n vicin f hospital 
S.I | 7 nd st f d to him as soon as | = with names of tw f st d 
(6404 be addressed to the Hospital S tary. who will 
ROYAL HAMPSHIRE COUNTY HOSPITAL | 1 t J to supply furth details (6561) 
Winchester (315 beds) NORTH-WEST METROPOLITAN REGIONAL 
- HOSPITAL BOARD 
HOUSE OFFICER (Anaesthetics) | Ged IMPORTANT: Al) intending applicants 
Post vacant July 1 The hospita s recognized AS (Registrar grade) 
f the F.F.A.R.C.S. and D.A Applications, with | red Post gt f FRCS. regulations should read the revised NOTICE at the 
copies of two testimonials, to the Group Secretary preference given to such candidates A ppoint- top of page 24 
(6602) | ment tenable for six months from May 26 and 
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Casualty —contd. 


HOSPITAL, London, £.9 


841 beds) 


HACKNEY 
(General 


A auions af gistered m 
Ons wine 
HOUSE OFFICER (Casualty 
\ ne 


Apply ¢ ary M 


HOSPITAL 
03 beds) 


SUSSEX 
W ells 


KENT AND 
Tunbridge 


SENTOR HOUSE OFFICER (Casualty) 


LEICESTER ROYAL INFIRMARY 


A wited of 
HOUSE SURGEON 


NORTH STAFFORDSHIRE ROVAL INFIRMARY 
(455 beds) 


SENIOR HOUSE OFFICER 
ver 20.000 
“ ‘ Post T 
HM 


PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 
South Devon and East Cornwall Hospital, 
Freedom Ficids, Piymouth 
Central Casualty Department 


SENIOR HOUSE OFFICER IN CASUALTY 


Recoer | he 
FR H De ( Serretar 
N Stoke, P 6608 
THE GUEST HOSPITAL, Dedley (154 beds) 
SENIOR HOUSE OFFICER (Casualty) 
Pos ‘ \ G S Guest 
H ud 6658 
THE LONDON HOSPITAL, Whitechapel, E.1 
Ar tions ’ 1 for the post of 
CASUALTY OFFICER (graded $.H.0.) 
hecon vacar » Jur ument is 
recoe PRE for six 
m 
cat x 
re te he 
nde ‘ om furth 
btained.—H. Brier! H 
Gove 6683) 
THE ROYAL INF'RMARY. Sonderiand 
The Casualty Department 
A vacancy wil arly J 1957. for a 
CASUALTY OFFICER 
S.H grade The Casualty Officer is to take 
cha f the ¢ sity Departme fer the rect 
a n | 
na en 

R 
THE UNITED LIVERPOOL HOSPITALS 
Royal Liverpool Children’s Hospital 

An tions are invit for the post of 
SENTOR CASUALTY OFFICER (S.H.0. grade) 
r ‘ App M 
on fr Secretar he ed 
e H Rodacy S$ 
p 
UNITED BRISTOL HOSPITALS 
Applica om are in i for the sident post of 
SENIOR CASUALTY HOUSE SURGEON 
(Senior House Officer erade) 
Vacant imm the first 
instance An ne qualifications 
pe and am dresses of two 
re 4 Mon fo 
to § be Board, Roval Infirmary Branch 


BRITISH MEDICAL JOURNAI 


DISTRICT HOSPITAL 
beds) 


AND 
124 


WEYMOUTH 


CASUALTY OFFICER 
SHO. grad quired { rm 


the lune 


ASHFORD HOSPITAI Ashford, Kent 


with Orthopacdics) 


HOUSE SURGEON (Casualty 


nt 
and 
' Ash-I 
HACKNEY HOSPITAL. London, E.9 
General, 841 beds) 
tions are from ree mes 


CASUALTY OFFICFR (House Officer grade) 


HOUSE SURGEON, F.N.T 
Six n nt r t tJ An 
G rdd by M 11 
READING, BATTLE HOSPITAL (391 beds) 
Ap stions are in 4 from registered medica 
. ers for the st of 
RESIDENT JUNIOR HOUSE SURGEON 
nm the A io Post 
FRCS Als 
\ 
H S 
THE UNITED LIVERPOOL HOSPITALS 
Royal Liverpool Children’s Hospital 
Applicat ire inv for the post of 
JUNTOR CASUALTY OFFICER 
(House Officer grade) 
th r ‘ 1957 T? noat 
en to ree 
nts \ M 1 n f a] 
" S United |} 
H Rodn Ss 1 
CHEST AND TUBERCULOSIS 
ake THORACIC SURGERY 
LIVERPOOL REGIONAL HOSPITAL BOARD 
Alatree Hospital 
Applications are invited rt st of 
SENIOR MEDICAL RFCISTRAR IN DISFASES 
OF THE CHEST 
with duties in the R nal T racic Servi mainty 
t the ¢ has together with a period of 
n ftom I T I Huehe 
stive Med Officer. I IR 
t ¢ returned not later than M 7 
Vince P ©. Se ry to the Roard 6619) 
MANCHESTER REGIONAL HOSPITAL BOARD 


SENTOR REGISTRAR IN CHEST DISEASES 


with main d s at the Manchester Chest Clinic 
and Sureery Unite at Park 
Ad Med 
on B wood Road Man- 
h r, 8. al be by May 26 
6707) 


SHEFFIELD REGIONAL HOSPITAL BOARD 
Barnsley Chest Service 


WHOLE-TIME REGISTRAR (Chest Diseases) 


required Single a mi mn available at 
Wathwood ta Duties at and 
Barn Cc u n 
Ar me firat i vee 
Apply > e at Sheffield R nal H ital 
Roard R i bw M 13 
nation ya ations, present 

2 pres appointments (with dates), naming 
three referees (6453) 


May 4, 


STOKE-ON-TRENT GROUP 


MEDICAL REGISTRAR (Chest Diseases) 

D lain Cheshir J Sanatorium 
“ erculosis 
1 diabct City General Hos 
S T Chest pos 
4 and 
moda 
e r \ fror 
s P KK Trent 

et M lidates m 
visit hospita (64454 


BOARD OF MANAGEMENT FOR GREENOCK 
AND DISTRICT HOSPITALS 


from suitably qualificd 
the fo wing appoint 


invited 
for 


ns 
~dica practiti 


are 
ners 


The Sanatoriom, Bridge of Weir 


RESIDENT JUNIOR HOSPITAL MEDICAL 
OFFICER 
Exr n th it tm ber 
ons 
ex ns 
pies of r s, should 
at 
' 47, Fidon § ( k, not 
M 8 T c he 
Na Hea and 
R tions 716) 
CHESHIRE JOINT SANATORIUM 
near Market Drayton, Salop (205 beds) 
RESIDENT MEDICAL OFFICER 
or S.H.0. according to expericnce) 
The post Tere ¢ the 
tment of pulmon A ations 
he Medical S { im 
(6430) 
NORTH. WFST DURHAM HOSPTTAI 
MANAGEMENT COMMITTEE 
Maiden Law Hospital, Lanchester, Co. Durham 
App ms are invited for the res “t post of 
JUNIOR HOSPITAL MEDICAL OFFICER 
at the above Hospit A nt mited 
nure in th ret instan with 
M r wi the 
1 at lance 
h the | T Hos s| has 84 
is for a f mis 
m 
ns 
als 
forw led G ary 
Sh B { i H ta ( Co 
D n 74) 
ROBROYSTON HOSPITAL, Glasgow, E.3 
JUNTOR HOSPITAL MEDICAL OFFICER 
1 fork t nsists mainly 
f tubercu mona d h substan 
nite ex ber- 
N nr 1 f respiratory 
di s also exis 1 the s for non- 
Is st e and f The 
st non sident and ndition and 
ar in a i with Whit Council 
ations Applicat nw n d be 
ide as soon as possib the | cian Superin 
tendent (6687) 


MEARNSKIRK HOSPITAL, Newton Mearns, 


near Glasgow 


SENIOR HOUSE OFFICER 


for duties mainly in the Thora Unit Applica 
one with names of three referees. ¢ he Secre- 
tary. Board of Management for Glasgow Victoria 

Hospitals, 24, St. Vincent Place, Glasgow, C.! 
(6729) 


SOUTH-WESTERN HOSPITAL, Landor Road, 


HOUSE PHYSICIAN (Registered o¢ Pre-registration) 


quired Combined T.B. and acute medicine 
Post vacant June 21, 1957 Form of application 
from the Seerctary, to be returned by May 18 $7 
(6402) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 24 


— - | | 

| 
g argc. qual 
fica and x ether with 
4674 
May fica 
tions n with s of wor 
She k. P m¢ 
Tunbrid W ells 
now P 
available for pre or § r Hu e | 
| 
| 
Le K ry, immediately 34 
| 
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Chest and Leberculesis—connd SALISBURY AL 
Di MPRIES AND GALi HOSPITAL 
BOARD SENIOR OFFKTR 
HOUSE OFFICER Facs 
an are i hk < | Mi = = 
DENTAI Reet Wing (35) bet 
STOKE-ON-TRENT CROP 
ar 
ROYAL MARSDEN HOSPITAL. Read ROTON 
ADD ¢ pos ‘ os R 
THE ROYAL NATIONAL THROAT, NOS GERIATRICS 
AND EAR HOSPTTAL. Grav’ Ine Read, 
and Goléce Square, W.1. swocietion Ge | FEASTROURNE HOSPITAL MANAGEMENT 
Ma AD are tewked for poe 


SENTOR HOUSE OFFICER 
of Pee 


REGISTRAR of SP NIOR 
HOUSE OFFICER 


A 


of Larrageiegy snd | COMMITTEE 


DERMATOLOGY 
im 2 Road. Glasgow, S.W.1. te ; Hout | ENPECTIOUS DISEASES 
refe: 6562 ty M 
j ST. GEORGE'S HOSPITAL, 
THE NITED LIVERPOOL HOSPITALS Ar ons in ~ 
EAR, NOSE, AND THROAT, ETC. ee REGISTRAR 
Liverpool Ear. Nese sad Threat tefrmary » ev wne 
BANGOUR GENERAL HOSPITAL. West Lothize sw A know 
Nose and Throst Unit Quire nee: 
REGISTRAR ie the Ear. Nose sed Threat Usk REGISTRAR IN OTORHINOLARYNGOL OGY t ake 
40 beds and als kes oF nd 3 the Come 
Analy | BOARD OF MANAGEMENT FOR GREENOCK 
= obtain he S 4 AND DISTRICT HOSPITALS 
n " (nase App. ce me are tam ait 
Gatestde LD. Neapitel. Greenock 
GUY'S HOSPITAL AND SOUTH-EAST WHITTINGTON HOSPITAL, Lowdoa, N.19 
METROPOLITAN REGIONAL HOSPITAL 
BOARD 
REGISTRAR | Good experience and 
Apo os are invited to GU the established required for EN.T. Department. 3 is Post mem of chiding venerce 
vacancy as ecognized for FR.CS. and D at now seascs. Weil-equip al Laboratory. Ap 
SENIOR REGISTRAR IN EAR, NOSE AND siderable expeneace in ~ 
THROAT SURGERY B responsibic onc. Depa + — 
to the Board of G s of s Hospital and ‘ er. 4 
a minin and not more than 5 by he «Nation Hea Service (Sootlan 
on B spite os an weck -cods 4 aNec 
xchan the from, and returnabic he Group ary. 46, | Res 
4 Chotmeciey Park, Higheatc, London, N.6, by May 
s The ap r wil be made jointly 13 1987 ‘ (6406) PORTSMOUTH GROUP HOSPITAL 
nce n e K 
will be held is Bromicy Group ROYAL INFIRMARY, Sundertead Hospital 
vere overs Ear, Nose and Throat Department 
ed rms an SENIOR HOUSE OFFICER 
| SUNTOR HOSPITAL MEDICAL OFFICER required with s also on the Tubercufosts Wards 
Ds a a aima OR SENIOR HOUSE OFFICER | ond Diagnostic and Respiration 
G Hospital. S.E.1. not er than May 13 9<7 che ws and qua oe 
(943) | t pital on the soon as poss of UH St. Mary's Hos 
Junior Hospital Medical Officer grade for one year Rand 
SOUTH-EAST METROPOLITAN REGIONAL nm the first instance p t© a maximum of i Ma. — — 
HOSPITAL BOARD | years Salary in accordance with Whitley ¢ acil THE UNTTED CAMBRIDGE HOSPITALS 
| decision Apply mmecdiately. giving fu dctails 
Ap tions are invited for an appointment as | and ng Hospital Se SENIOR HOUSE OFFICER 
whole-tme tary, Royal Infirmary, Sunderis (656 t Brookficids Hospital f Infectio 
REGISTRAR IN E.N.T. SURGERY 
to f acancy in the proved train establish. | 
ment ia the Medue — Gravesend Group of | MULL (A) GROUP HOSPITAL MANAGEMENT med work. A intmem for 6 12 months 
4 Applications stating aec. qualifications aad exper) 
H ais Accommodatior fa marricd man may | COMMITTEE with dates). and copies of three tenia 
al St (Ene one Applications are invited for the post of by May 11 (6431) 
Ww . be for one year in the first | SENIOR HOUSE OFFICER 
instan ms. giving particulars f age o the B.N T. Department of the Victoria Mospital 
qua a xp noe with relevant dates) or Sick Children and the Hu Royal Infirmary : 
tog names and addresses of two | The post, which is vacant on May 7. is recognired | IMPORTANT; All intending applicants 
referees. 1 be scent to the Secretary. Registrars | for the F.R.C.S. and D.L.O Applications, with | . : 
Committee, SouthEast Metropolitan Regional Hos- | testimonials, should be ecnt 1 the Hospital Sec should read the revised NOTICE at the 
pital Board, 11, Portland Place, W.i, not jater | retary, Victoria Hospital tor Sick Children, Park top of page 24 
than May 18, 1957 (6455) Street, Hull (o045) 


Infectious Diseases—contd 
ROYAL FREE HOSPITAL 
e 
HOUSE OFFICER to the infections Diseases 
Department Resident 
n 
pos 
I 
a r 
Free |} 


MEDICINE 


BIRMINGHAM REGIONAL HOSPITAL BOARD 
! Stoke-on-Trent Group. Princes Road, Stoke 
on-Trent 
MEDICAL REGISTRAR 

Rea ‘ 
Vacan 

unit 

Fa 
2 Weotverhampten Group, Royal Hospital, 


Wolverhampton 
REGISTRAR. GENERAL MEDICINE 


for i 
G Ss 
he M 
vie $ 
FLLHAM HOSPITAI St. Dusstan’s Road, 
Hammersmith, W.6 
MEDICAL REGISTRAR 
P ma visit boss 
ca M 
to, ¢ gham n 
dor 
GUY'S HOSPITAL AND SOUTH-EAST 
METROPOLITAN RFCIONAL HOSPITAL 
BOARD 
ar > All th sta hed 


va 
SENIOR REGISTRAR IN GENERAL MEDICINE 
t a} f Hi 


th M Res H 


H Sf not tat than M 


HOSPITAL OF ST. JOHN AND ST. ELIZABETH 


60, Grove End Road. Leades, \.W.8 
PART-TIME MEDICAL REGISTRAR (Mate) 
of 


PP 


NATIONAL TEMPERANCE HOSPITAL (158 beds) 
Hampstead Read. 
A ar n j nd red 
WHOLF-TIME REGISTRAR 
(‘Geaeral Medicine) (Non-resident 


M ‘ 


‘ 


“NORTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE 


Crempeall Hospital, Manchester, & 


‘ 


REGISTRAR IN MEDICINE (R8.M.0.) 


Man 


BRITISH MEDICAL JOURNAI 


METROPOLITAN REGIONAL 


| NORTH-WEST 
| BOARD 


HOSPITAL 


REGISTRAR (Whole-time) 


quired in ¢ neurolog 
nen c Middiesex H Park 
D 
Resid H 
| forme ye 
| Secr M G Acton 
Lane, P R N.W t M 
THE MIDDLESEX HOSPITAL, W.1 
ADD F ted for the post of f 
SENIOR REGISTRAR 
j in M 
e 
M 
‘ 
I I 
M 4 7 
THE UNITED BIRMINGHAM HOSPITALS 
| MEDICAL RESEARCH ASSISTANT 
| Registrar or Senior Registrar grade) 
M 4 k 
R work 
MR 
| 
a 
N \ n 
i M 18 
717) 
| BISHOP'S STORTFORD AND DISTRICI 
HOSPITAL. Rye Street, Bishop's Stortford. Herts 
(67 beds—medical, surgical and maternity) 
1 from registered me 4 


RESIDENT SENTOR HOUSE OFFICER (Mate) 


CROMER AND DISTRICT HOSPITAL, Norfolk 


App t the post 
RESIDENT MEDICAL OFFICER 
} Senior House Officer status) 
P va May a salary of £819 10s 
with n ser 
| M H t This is @ 
hict 8 
i a xt an 
| 
fi 
acx j two 
be addresce Secretary 
r A ! M gement Comm 
‘ x 
EAST RIDING GENERAL HOSPITAL 
Drifficid, Yorkshire (247 beds) 
SENIOR HOUSE PHYSICIAN 
| v nt M n acute and 
etailed tions. with 
' he { » ary W stw | 
B y ¥ k (642 


ENFIELD GROUP HOSPITAI 
COMMITTEE 


MANAGEMENT 


War Memorial Hospital. Chase Side, Enfield, 


Middlesex 
HOUSE 


RESIDENT SENIOR OFFICER 


M “ nent 


| 


| 


May 4, 195 
EDENHALL HOSPITAL, Masselburgh. 
Midlothian (221 beds) 


Medical) 


SENIOR HOUSE OFFICER 


pies tw sis. to M 
HARWICH AND DISTRICT HOSPITAL 
Dovercourt, Essex beds) 


(temporary) 


SENIOR HOUSE OFFICER 
Du 


LUTON AND DUNSTABLE HOSPITAL 


SENIOR HOUSE OFFICER (Resident) 


PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and East Cornwall Hospital, 
Plymouth 


SENIOR HOUSE OFFICER IN MEDICINE 
\ m June 12 F. Hall, Dep ( Dp 
7, Ne Ga Stoke. P 


POTTERS BAR HOSPITAL and DISTRICT 
HOSPITAL, Matton Lane, Potters Bar, Middlesex 
(General practitioner hosplimi, 56 beds) 


RESIDENT MEDICAL OFFICER (S.H.0. grade) 


e resident : Ww m 
to Grour Barnet H al 
Managemer Comm nous 
Baro Herts #295) 
THE UNITED SHEFFIELD HOSPITALS 
Royal Infirmary 
Applicat nvited non-resident post of 
SENIOR HOUSE OFFICER IN GENERAL 
MEDICINE 
at the above } vit Post July 1957 
‘ g t ns x- 
May 957. ft ne f 
Adm tive Officer Tr United Shefficld H 
pita Sr Ss ) 
AMERSHAM GENERAL HOSPITAL. Bucks 


RESIDENT HOUSE PHYSICIAN 
(General Medicine, Paediatrics and some Geriatrics) 


requi 1 Ma ‘ Ar S (460) 
BUCKLAND HOSPITAL, Dover 
Application m if two appointments of 
HOUSE PHYSICIAN 
“ will t me v n i-May at t 
a b These a : f anized 
h ad ses w es the 
G Ss South-East Kent Hospital Manag 
ment Committee, “ Ash-Eton,” R Park W 
Folk 6538) 
GENERAL HOSPITAL, Ramigate (101 beds) 
HOUSE PHYSICIAN 
Approved pr gist Salary at 
rate of £467 a 
ne xperien as - 
ments Appl with testi 
to Hospit Secretary (5806) 


HOSPITAL, Loadon, 
General, 841 beds) 


HACKNEY 


Applications are invited from registered prac- 
titioners for the six months’ resident nointment 
vacamt f 

REGISTERED HOUSE PHYSICIAN 
snd sh th Se tary above address« 
by Ma HH ‘HP 6168) 


READING AREA DEPARTMENT OF MEDICINE 


An 1 ar invited from registered and 
gistered medical practitioners for 
as 

RESIDENT HOUSE PHYSICIAN 
fume for a riod of six months 
sf t 
ut Read rita Rk al 
Rerk H ‘ 4 
and f Park 4 W 
ata 12 ty. 

Secretary, Royal Berkshire H R 

(6019) 


req “ 
eat 
tions at 
wi ted ner enum. fees £150 f residen- 
p I r 
| ¢ Hospital, Bishop or 
in rt Reg 600?) 
on 
I a an 
st w the Sur m. Guy 
th 
d H 
e \ n f ns 
f Secreta to Com = ~ 
mitt > 
| | 
si 
juties | 
Th e j t takes p his Vacant 
<a H Biches the G ary. Chase Farm H ta 
6448 Ridecwa t id. Middlesex 6689) | 


May 4, 1957 
Medicine—contd. 

ROYAL CORNWALL INFIRMARY. Truro 

Applications are ino ~ from pre f post-regis 
tration candidatcs f post 

HOt SE PHY SIC IAN 
whic alls vaca The post 
includes dut th Ea N Throat and 
Oph D App ns, giving f 
deta Jin experien tog with 
the es of tw ecs jress 
Hospita S Roya ( nary 
Trus (6494) 
WANSTEAD HOSPITAL 
Hermon Hill, London, E.11 (191 beds) 
HOUSE PHYSICIAN 
required Post t Jume 2, 195 ns 
with f an testi- 
monials, s J be s ry 
Forest ¢ H.M.C 
{ 408 


WILSON HOSPITAL, Cranmer Road, Mitcham, 
Surrey 


HOUSE PHYSICIAN (Resident) 
(not Pre-registration) 

Vacant now Applications, stating 
t the names and 
the Ctary at at 


age. qua 
addresses 
address 


6461 


of 


BARNET 
Welthouse Lane, 


GENERAL 
Barnet, 


HOSPITAI 
Herts (461 beds) 


TWO RESIDENT HOUSE PHYSICIANS 
(General Medicine) 


Pre-registration posts for six nths commencing 
My and me 3 respectively Applications 
ela age qa ns, cic tog cr with 

pics of tw s nials, to Hospital Secretary 

(Pr.5703 


BEDFORD GENERAL HOSPITAL (439 beds) 


TWO RESIDENT PRE-REGISTRATION HOUSE 
PHYSICIANS 


required a xim d-May Age +] fica- 
is. expcrien two recen! testimonials 
G p S$ Bedford Group H.MC 3 
Kimbolton R i. Bedford Pr.5525 


BRIGHTON AND LEWES HOSPITAL 
MANAGEMENT COMMITTEE 
Windlesham Road, Brightoo 


New Susscx Hospital, 


VACANCY FOR HOUSE PHYSICIAN 
female «ix nths 7 1 
In Open t 

\ sta 
ax n x 
4 and 
the Adminis 
as t I 4 


COVENTRY & WARWICKSHIRE HOSPITAL 


Coventry 
HOUSE OFFICER IN GENERAL MEDICINE 
riy June R gnized pre-registration 
Resident ADI tions Hospital 
(Pr.6407) 
EDGWARE GENERAL HOSPITAL 
Edgware, Middlesex 
RESIDENT HOUSE PHY SICIAN 
May 2 1057 Six n ths’ appoint 
n 
12 address 
n t th en testi- 
Medical D r t May 
18 7 (Pr 6569 
FALMOUTH AND DISTRICT HOSPITAL 
Arr cations re n for the post of 
HOU SI PHY sit 
Th post egistration pur 
pose ADT ations, sta ationality all 
f nse aad ence re her with f 
} ctary R Cornw Infirmary 
I (Pr 53849 


| - 
| 


BRITISH MEDICAL JOURNAI 
GULSON HOSPITAL, Coventry 
HOt SE PHYSICIAN 
| Recognized Vacamt carly July 
ns to Grour Sec tary 


ckshire Hospital, 


HERTFORD COUNTY HOSPITAL (171 beds) 
(Hospital situated 21 miles from London) 


ar appointment of 
“RE SIDE OU SE PHY SICIAN 
a n 2081 Six nihs appointment 
giv to apr ints) who have held 
surgical and medical post in e#& neral 
Duties mmence June 
ns to G » Secretary, Hertiord M.C 
Hospital, Hertford. Herts Pr.6093) 
KING EDWARD VII HOSPITAL, Windsor 
HOUSE PHY SICIAN 
a i. male or fen C fr post vacant June 15 
given t rsons scekin pre-reeistra 
st At Ss, Stating ag qualit 
with d nation and copies of ¢ 
als Secreta Pr.¢ 4) 
PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 
South Devon and East Cornwall Hospital, 
Freedom Fields, Plymouth 
HOUSE PHYSICIANS 
Pre-registra posts, vacancies both July 1 
H Group Sc 7. N 
son ( s, Stoke, Plymouth Pr 661 
ST. HELIER — AL. Carshalion, Surrey 
beds) 
HOUSE PHYSICIAN 
(Approved for pre- service) 
Vacant May 19 Applica Ss, giving age, quali 
tion etc vith of r mt testir tials 
and names and ldresses f vO cs 
should be scent to the S$ ary at at ss 
I 462 
SOUTHAMPTON GENERAL HOSPITAI 
(474 beds) 
RESIDENT HOUSE PHYSICIAN 
red end M P gistration andidat 
App tions, with pies f testin 
Group 
Secre h M gc 
nent ¢ n 


SOUTH-WEST MIDDLESEX HOSPITAL 
MANAGEMENT COMMITTEE 


Ealing 


King Edward Memoria! Hospital, 


HOUSE PHYSICIAN 
Vacant Jun Prefcren given 
seeking pre-registration post Appli 
Gr Secretar West Midd x H 
worth, by May 14 
WEST SUFFOLK GENERAL HOSPITAL 
Rury St. Edmunds (262 beds) 
HOUSE PHYSICIANS (pre-regi tration) 
for (i) General Medical duties, and P t 
Med duties nt "Map 
mid-June res tively ns vith 
il Secre Pr.6463) 


NEUROLOGY 


HAMMERSMITH HOSPITAL AND POST 
GRADUATE MEDICAL SCHOOL 
Du Cane Road, London. W.12 


NON-RESIDENT REGISTRAR 
(Neurology) 


WHOLE.-TIME 


required as soon as possib M.R.C.P. (London) 
ssentia Age qualifications and experience 

two referecs to Secretary Board of 
G rs, by May 13 (6690) 


31 


NEUROSURGERY 
HOSPITAL, 


WHITTINGTON London, N.19 


SURGICAL REGISTRAR (whole-time 


required for Neurosurgical Unit Post vacant now 
Duties may include pocurosurgical work in ain 
mental host jospitals ma t 

d cta cn Apt n ana 
fron and 1a S ary \ Gro 
Cholmeley Park May 13 
195 464) 


OLDCHURCH HOSPITAL, 
beds) 


Romford, Lssex 


(722 


SENTOR HOUSE 
required from 


NEUROSURGERY) 


tabie 


June 21, S P 
dates secking higher medica! or surgical qualifica 
ons Recogniz ed for the F.R.C SEng Apply 
to Secretary, Romford G HM ¢ Oldct 
Hospital, Romford, as s As (646 


OBSTETRICS AND GYNAECOLOG\ 
LEEDS REGIONAL 


HOSPITAL BOARD 


REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 


MANCHESTER REGIONAL HOSPITAL BOARD 


Salford Hospital Management Commitice 


Hope Hospital 


Applications invited for 1 of 
REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 
Hospital recognized f /M.R.C.0.G. Applications 
gecther with nam nd jresses of tw erees 
sent G Roya 
H 1 Salf j M 11 ) 650) 
MANCHESTER REGIONAL HOSPITAL BOARD 
Appl ms invited for 
RESIDENT. REGISTRAR IN ‘OBSTE rRIcs 
ND GYNAECO! OGY 
the West Manche Group of 
main duties t Park Hospital 
re a 3 bstet is 31 
and a special « it of 
Park Hospital Vacant mid-July 
one year rencwabie A pplica- 
Gr Secretary, Park Hospita 
6262) 


THE UNITED BIRMINGHAM HOSPITALS 


The Birmingham and Midland Hospital for Women 


Incorporating the Hospital for Women and the 
Birmingham Maternity Hospital). Showell Grees 
Lane, Sparkhill, Birmingham, 11 

Apr ations are invited mt of 
OBSTETRICAL AND G YNAECOLOG Ic PAL 
REG ISTRAR (Senior Registrar grade) 

The nent will be { n ear in t 
ct annua view The 
May subseg be d 
e tt ‘ 
f B R H B j 
h nt ange 
f R agr th Boards 
Candid lica ners 
Forms of In 1 
he re rncd mir y ‘ H 
G n at the above Jress.—G A. 
tar 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 24 


Are you eligible? 


RETIREMENT 


The 1956 Finance Act enables certain tax free contributions to be made to approved pension policies out of earned income. 
The answer, with a description of benefits, is in the special booklet which is available on request 


PENSIONS 


MEDICAL INSURANCE AGENCY, B.M.A. HOUSE, TAVISTOCK SQUARE, W.C.1. 


Branches also at BIRMINGHAM, BRISTOL, CARDIFF, DUBLIN, EDINBURGH, GLASGOW, LFECS, MANCHESTER, NEW< 


EUSton 6031 (7 lines). 


ASTLE-UPON-TYNE 


Cov and W 
= 
Wak siona 
tw Ma d accommodation availabic Aggrceate o 
— 81 bsietri and 46 gyna gical beds Applica 
tions, stating ge, qua s, and deta of 
presen and previous apt tn with dates), 
referces, to the Secretary, Joint Registrars Com Fe 
mittee, Park Parade, Harrogat May 16, 1957 
| 2 
- 
| | 


Infectious Diseases—contd. 
RUVAI PREE HOSPITAL 


HOUSE OFFICER to the tafections Diseases 
Department Resident 

T 

pos 

t 

ec H 


MEDICINI 
BIRMINGHAM 


REGIONAL HOSPITAL BOARD 
i Stuke-on-Trent Group. Princes Road, Stoke 
on-Trent 
MEDICAL REGISTRAR 
Res 
Vacan 
s ’ 
nit 
ra 
2 Weotlverhampten Groep, Royal Hespital, 
W oly erhamptoe 
REGISTRAR. GENERAL MEDICINE 
for H 2 
kK 
be M 
vie 4 


FULHAM HOSPITAL, St, 


Duastean’s Road, 
Hammersmith, W.6 


MEDICAL REGISTRAR 
‘ 


P ay visit bos 
ca M 
don \ 

GUY'S HOSPITAL AND SOUTH-EAST 
METROPOLITAN RFCTIONAL HOSPITAL 
BOARD 

fill th sta hed 
; 
SENIOR REGISTRAR IN GENERAL MEDICINE 
to Hos | 
th 
ex 
p 
R 
‘ Th 
’ 

the 
H n than M 


JOHN AND ST. ELIZABETH 
Read. Leados 


HOSPITAL OF SI 


60, Grove End 


PART-TIME MEDICAL REGISTRAR (Mate) 
M hershin 


of 


H 


NATIONAL TEMPERANCE HOSPITAL (158 beds) 
Hampstead Read. 
a n for ndermen ned 
WHOLE-TIME REGISTRAR 
General Medicine) (Non-resident) 
H 
c 
M 


~ NORTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE 
Manchester, & 


Crumpsall Hospital, 


REGISTRAR IN MEDICINE (R.M.0.) 


BRITISH MEDICAL JOURNAI 


METROIOLITAN REGIONAL 
BOARD 


NORTH-WEST 
HOSPITAL 


REGISTRAR ( Whole-time) 
quired n 8 medica neur 


THE MIDDLESEX HOSPITAL, W.1! 


App ed e post of 
SENIOR REGISTRAR 
at t Arthur for Rh 
MI 
e S K 
| 
NW M 4 7 
THE UNITED BIRMINGHAM HOSPITALS 


MEDICAL RESEARCH ASSISTANT 
(Registrar or Senior Registrar grade) 
M 4 
R 
M 
H he 
a 
A 
R 
H H RB 
I M 
717) 
BISHOP'S STORTFORD AND DISTRICI 
HOSPITAL. Rye Street. Bishop's Stortford. Herts 
(67 beds—medical, surgical and maternity) 
App n m registered medica 


RESIDENT SENTOR HOUSE OFFICER (Mate) 


siden- 
Hos Secret H 
CROMER AND DISTRICT HOSPITAL, Norfolk 
RESIDENT MEDICAL OFFICER 
‘Senior House Officer status 
va Ma » sale f £819 10s 
M H I sa 
a 
us 
ar Tr 
an 
Res 
fi 
wo 
» edd Secretar 
H uM nen Comnr 
EAST RIDING GENERAL HOSPITAL 


Drifficid, Yorkshire (247 beds) 


SENTOR HOUSE PHYSICIAN 
Ma n acute and 
4 tions, with 
he ¢ Secretary, Westw 
y k (642 


ENFIELD GROUP HOSPITAL MANAGEMENT 


COMMITTEE 
Memorial Enfield, 


War Hospital. Chase Side, 


Middlesex 


RESIDENT SENIOR HOUSE OFFICER 


ies 


May 4, 195 
EDENHALL HOSPITAL, Musselburgh 
Midlothian (221 beds) 


SENIOR HOUSE OFFICER (Medical) 


tw ? ais 


M 


HOSPITAL 
beds) 


DISTRICI 
Essex (30 


HARWICH AND 
Dovercourt, 


SENIOR HOUSE OFFICER (temporary) 


2 


5 D 


LUTON AND DUNSTABLE HOSPITAI 
SENIOR HOUSE OFFICER (Resident 


Med quired 


PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and East Cornwall Hospital, 
Ply mouth 


INE 


SENIOR HOUSE OFFICER 
Vacant June 12, 1957.—F. H 


IN MEDIC 
Se 7, Nels Gard Stoke. P 


POTTERS BAR HOSPITAL and DISTRICT 


HOSPITAL. Mutton Lane, Potters Bar, Middlesex 
General practitioner bospital, 56 beds) 
RESIDENT MEDICAL OFFICER (S.H.0. grade) 

e resident 4 ? ‘ med ? 4 sur 
t 
to Barnet G > H al 
Man t Ww 
Ra ) 
THE UNITED SHEFFIELD HOSPITALS 


Royal Infirmary 


Applications invited non-resident post of 
SENIOR HOUSE OFFICER IN GENERAL 
MEDICINE 
at the a it July 1067 
4 st g ns od cx 

t M 9457 4 f 
Administrative Officer, 1 United Shefficld H 


AMERSHAM GENERAL HOSPITAL. Bucks 
RESIDENT HOUSE PHYSICIAN 
(General Medicine, Paediatrics and some Geriatrics) 


equi Ma Apply S 6460) 


BUCKLAND HOSPITAL, Dover 


Ap n two appointments of 
HOUSE PHYSICIAN 

w b ne va i-May at 

4 1 x 
G h-F Ken al Manag 
ment mmittee. “A Fr Park W 
Folk ne 6538) 


GENERAL HOSPITAL, Ramegate (101 beds) 


HOUSE PHYSICIAN 


Ap ved pr Sale at 
rate £467 10s 
ments Anp with stir 
to Hospit Secret (5806) 

HACKNEY HOSPITAL. Loadon, 


(General, 841 beds) 


Applications are vited from registered 
titteners for the six months’ resident > tr 
vacant J f 

REGISTERED HOUSE PHYSICIAN 
nd «sh th Se tary above address 


by Ma 68) 


READING AREA DEPARTMENT OF MEDICINE 


nvited fr registered and 
gistered medical practitioners for 
RESIDENT HOUSE PHYSICIAN 

lune 1 for ap six months 
, — Read spita Royal 
Berk 5 (374 is) 
and Pros Park 
g qua fa n ality, 
scr at. with wor a's 

to Secretary. Royal Berkshire H R jing 
(6019) 


30 
| 
| 
req “ 
medica ca 
‘ Park p dix 
Roya NW D ate Sup 67it 
| 2 Ree 4 
| forme < 
Secr M G HM 
| req 
| 
aun 
459 
up 
it 
£09) 
re 
th . 
per 
| 4 
w 
| 
an 
} 
Th hee ple his acute genera is Vacant 
on . \ at y M lw months anp ment An 


May 4, 1957 


Medicine—contd. 


ROYAL CORNWALL INFIRMARY. Truro 


Applications a 
tration candida 


from pre 


post 


HOU SE PHYSIC 


post-regis 


which 
includes d 
Oph 
deta 
the 
Hospita S 
Tru (645 


WANSTEAD HOSPITAL 
Hermon Hill, London, E.11 (191 beds) 
SE PHY AN 

t June 2 Applicat 
with f recemt tes 


imn yt 


Road, E rT 


als, should be sc 


H.M.C., Lang 


WILSON HOSPITAI . Cranmer Road, Mitcham, 


Surrey 


HOUSE PHYSICIAN (Resident) 
(not Pre-registration) 

now Applications, stating 
etc with the names and 
erecs the Secretary at ab 


Vacant 
fications 
two re 


age. qua 
addresses of 
address 


6461) 


BARNET 
Welthouse 


GENERAL 
Lane, Barnet, 


HOSPITAL 
Herts (461 beds) 


TWO RESIDENT HOUSE PHYSICIANS 
Medicine) 

egistra r six ynths comm 

and June 3 

age 


BIDFORD GENERAL HOSPITAL (439 beds) 


TWO RESIDENT PRE-REGISTRATION HOUSE 
PHYSICIANS 


e red a xim d-May Age, gq fica 

experie two rec estimonials 
t Gr » S Bedford Gr HMC ; 
Kimbolton R Bedford Pr.S$25) 


BRIGHTON AND LEWES HOSPITAL 
MANAGEMENT COMMITTEE 
New Susscx Hospital, Windlesham Road, Brighton 
VACANCY For HOUSE 
femeate 
In les sing Ip 


PHYSICIAN 


r six 


via and 
sen the Administrat 


« 1 as possit 


COVENTRY & WARWICKSHIRE HOSPITAL 


Coventry 
HOUSE OFFICER IN GENERAL MEDICINE 
\ t rly Jun R gnized pre-re tion 
Resident ns Hospit 
(Pr.6407 
EDGWARE GENERAL HOSPITAL 
Edeware, Middlesex 
RESIDENT HOUSE PHY SICT, aN 
nt M Six appoint 
r f 
Ap R 2 ess 
ne ent testi 
Medical D r of t by May 
(Pr 6569 
FALMOUTH AND DISTRICT HOSPITAL 
Applications ar n the post of 
HOt SF PHY sic 1AN 
T st re-regist » pur 
pose Applications stionality ali 
f ms and experience gether with f 
be address e 
Hospita Secretar Roya Cornw Infirmary 
Truro 49 


BRITISH MEDICAL JOURNAL 
GULSON HOSPITAL, Coventry 
HOUSE PHY SICIAN 
Recognized pre-rceg stration Vacant 
Resident App ns to Group 


Coventry and Warwickshire Hospital, C 


HERTFORD COUNTY 
(Hospital situated 21 


HOSPITAL (171 beds) 
miles from London) 


Aop ations are for appointment of 
RESIDE NT. H OU SE PHY sic IAN 
Male s nd post } Recognized 
pre-fegistration st Six hs ppomiment 
Prefer giv ints have held 
le surgica dical posts im gencral 
hospita D s mmence June |! ? 
Applications to Group § sary. Hertiord H M.C 
County Hospital, Hertford, Hert (Pr.6093) 
KING EDWARD VII HOSPITAL, Windsor 
HOL PHY SIC IAN 
qa J. ma post vacant As 
f given eking a pre-registra 
A ‘ Ss taung ag quailif n 
with natior and pics of w 
Secreta Pr.6324) 
PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and East Cornwall Hospital, 
Freedom Fields, Plymouth 


HOUSE PHYSICIANS 


Pr gist sts, vacancies both July 1 
s7—F. H Deputy Group S N 
son ( Stoke, Plyr h Pr ¢ 
ST. HELIER HOSPITAL, Carshalion, Serre) 
(731 beds) 
HOUSE PHYSICIAN 
(Approved for pre- service) 
Vacant May 19 App 1g Qa 
ation etc with < < tes vials 
and na and ad ses f two s 
sho s to the $ ary at above s 
Pr 6462 
SOUTHAMPTON GENERAL HOSPITAL 
(474 beds) 
RESIDENT HOUSE PHYSICIAN 
end M P cgistratior lidates 
ns, with es testin 
Jed as as possit uD 
Secre S ampton Group Hospital Manage 
mitt B ar Street, Sor n 
Pr.6702 
SOUTH-WEST MIDDLESEX HOSPITAL 
MANAGEMENT COMMITTEE 
King Edward Memoria! Hospital, Ealing 
HOUSE PHYSICIAN 
\ nt Jun Prefcren n to person 
seeking pre-regist n post Applications 
Gr Secreta West Midd H 
N h. by M 6548 
WEST SUFFOLK GENERAL HOSPITAL 
Rury St. Edmunds (262 beds) 
HOUSE PHYSICIANS (pre-regi tration) 
for (i) General Medical duties, and Paed 
od Genera Med Vv late May 
if At ns 
H Secret Pr 646 3) 
NEUROLOGY 
HAMMERSMITH HOSPITAL AND POST 
GRADUATE MEDICAL SCHOOL 


Du Cane Road, London. W.12 


NON-RESIDENT REGISTRAR 
(Nevurolog)) 


WHOLE-TIME 


required as soon as possib MR.CP London) 
ssential Age a fications and xp . 

two referees to Secretary Boa of 
G rs M ; 6690) 


31 


NEUROSURGERY 
HOSPITAL, 


WHITTINGTON Loadon, N.19 


SURGICAL REGISTRAR 


(whole-time) 


required for curosurgica rit Post vacant now 
Duties may include ocurosurgical work in « ain 
mental hosp s Hospitals ma t visited t 
lirect a riment ADr ni n ana 
rom, and nat t Ss ary \ Gro 
1M.< 4+ b Park, N May 13 


195 6464) 


OLDCHURCH HOSPITAL, 


(722 beds) 


Romford, Lasex 


SENIOR HOUSE OFFICER, NEL ROSt RGER\ 
required from June 21, 19 

dates secking bigher medica 
tions Recognized for the f 
to Secretary, Romford G 
Hospital, Romford, as s 1 as 


OBSTETRICS AND GYNAECOLOG\ 
LEEDS REGIONAL 


HOSPITAL BOARD 


REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 


Wak Groups (with siona 
dt and Casticford Groups) 
Ma j avaiat Aggrceate 
81 obstet ul beds 4 
Ss. Stat and d of 
es with dates), 
8 s and idresses « hree 
referces, 1 y Joi Registrars Com 
mittce, Par May 16, 1957 
h466) 
MANCHESTER REGIONAL HOSPITAL BOARD 


Salford Hospital Management Commitice 


Hope Hospital 


Applications invited for t of 
REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 


Hospital recognized f MRCOG Applications 
scther ith names and jresacs of tw ferees 
semt t G Sa Roya 

H M 6650) 


MANCHESTER REGIONAL HOSPITAL BOARD 


ns invited 
RE SIDENT REGISTRAR IN OBSTE rRICS 
AND GYNAECOLOGY 


¢ f two, in the West Man ter Group of 
Hospitals w main duties Hospital 

Davy me There are 3 t bed 31 

Ogy beds and a special car nit of 

ds at Park H ta Vaca mid-July 

\ ntmen r ne yea newabie Applica 
n ms from Gr Sec a Park Hospita 

Dav > 6262) 
THE UNITED SIRMINGHAM HOSPITALS 


The Birmingham and Midland Hospital, for Women 


Incorporating the Hospital for Women and the 
Birmingham Maternity Hospital). Shewell Grees 
Lane, Sparkhill, Birmingham, 11 

App ms are invited of 
OBSTETRICAL AND G YNAECOLOG Ic AL 
REGISTRAR (Senior Registrar grade) 

The nent w n ear in th firet 
t to ann revie The success 

may t 4 
Birr R H B | 
h nt ange 
agr t th A Boards 
Cand Jica act 
be returned imn y to, the House 

at the above ( 

tar 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 24 


Are you eligible? 


Branches 


RETIREMENT 


The 1956 Finance Act enables certain tax free contributions to be made to approved pension policies out of earned income. 
The answer, with a ee of benefits, is in the special booklet which is available on request 


DUBLIN, EDINBURGH, GLASGOW, 


PENSIONS 


MEDICAL INSURANCE AGENCY, B.M.A. HOL ISE, TAVISTOCK SQUARE, 


also at BIRMINGHAM, BRISTOL, CARDIFF, LFECS, MANCHESTER, NEW 


W.C.1. EUSton 6031 (7 lines). 


ASTLE-UPON-TYNEF 


| 


ty 


Obstetrics and Gynaecology —conre 
THE UNITED NEWCASTLE UPON TYNE 
HOSPITALS 
ar he post of 
REGISTRAR to the Department of Obstetrics 
and Gynaccology 
Th “ 
R 
M M H 
\ { 

\ N 
GLANTAWE HOSPITAL MANAGEMENT 
COMMITTEE 
Swansea Hospital (403 beds). Swanse 

SENTOR HOUSE OFFICER 
? : above 
“ full particulars, s itd 
44 
GRIMSBY MATERNITY HOSPITAI 
(Recognirved for training D.R.C.0.G.) 
SENIOR HOUSE OFFICER (Obstetrics 
with 
M 
SHREWSBURY HOSPITAL GROUP 
Roval Salep and Copthorne Hospital 


500 beds 


ynaecological) 


SENIOR HOUSE OFFICER (G 


Vik 
THE NOTTINGHAM HOSPITAL FOR WOMEN 
Peel Street Nottiagham 
GYNAECOLOGICAL AND OBSTETRIC SENIOR 
HOUSE OFFICERS 
MR 


UNITED MANCHESTER HOSPITALS 


Saint Mary's Hospitals, Manchester 


\ 


SENTOR HOUSE OFFICER IN OBSTETRICS 


‘ < Mary's 


M 


TONDON MATERNITY 
Hanley Road, Leadon 


OF HOSPITAL 


S (Two) 


OBSTETRIC HOUSE SURGEON 


\ ‘ 
‘ Hosp 


M 1) 


HOSPITAL 
19 


HEATHFIFLD ROAD MATERNITY 
Heathfield Road. Birmingham, 


OBSTETRIC HOUSE SURGEON 
seen 


BRITI 


SH MEDICAL JOURNAL 


HERTS AND ESSEX GENERAL HOSPITAI 
Bishop's Stortford, Herts (400 beds) 
HOUSE OFFICER, OBSTETRICS, etc 
(male or female) 
r 
Ma 
n n 
re . sent t H > 
ROYAL VICTORIA HOSPITAL, Fotkestone 
\ ma of 
HOLSE OFFICER (Obstetrics and Gynaecology) 
An 
K 
WEST DORSET GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


OBSTETRIC AND GYNAFCOLOGICAI 
HOUSE SURGEON 
H 
i DR G 
a1, W MR G) 
\ s 
| D 
M s Roed 
65 
WEST SUFFOLK GENERAL HOSPITAL 


Bur) 


HOUSE SURGEON (pre- or 


St. Edmunds (262 beds) 


post-registration) 
| luties R 
\ J 


BURI 
A“ DRI 


HOUSE 


ON GENERAL HOSPITAI 
SSEY HOSPITAL, 


and 
Burtoa-oa-Trenat 


SURGEON (Gynaecological 
Obstetrics) 


and 


BURY 
M 


Fairfield 
Ar q 


HOUSE OF 


AND ROSSENDALE 
ANAGEMENT 


Hespital, 


HOSPITAL 
COMMITTEE 


General Bury (496 beds) 


FICER in Obstetrics and Gynaccology 


App Stating age 
H. Wilk Group S 
Bury H < 
HUDDERSFIELD HOSPITAL MANAGEMENT 


Heddersfield Royal 


COMMITTEE 


Infirmary (285 beds) 


m prov nally regis 
ered nere for the 
HOUSE SURGEON to the Princess Royal 
Maternity Home (57 beds) 
aM T holde 
‘ ed he 
G he 
js i R 
mary ad th 
Con nd Gyna sts 
Sa a wi N 
1 to 
S Manag ent Committce 
R 
ST. ANDREW'S HOSPITAL, Bow, E.3 


HOUSE SURGEON 


(Obstetrics and Gynaecology) 
t mn May 25, 1957 


ecretary 


May 4, 1957 


SALISBURY GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Salisbury General Hospital 
ca are invited the a m of 
RESIDENT HOUSE SURGEON 

to t )ds n G riment, 
wt post 
n ) a a ship the 
qua x an and 
addre tw Gi ary 

OPHTHALMOLOGY 
CAMBRIDGE, ADDENBROOKE'’S HOSPITAL 

OPHTHALMOLOGICAL REGISTRAR 

(non-resident) 
Vacant J first instance 
-viewabiec App with 1 arti are 
und ref S t by 
May 6437) 
LEEDS REGIONAL HOSPITAL BOARD 
REGISTRARS IN OPHTHALMOLOGY 

(i) Huddersfield Group (23 eye is and 1,500 
new t $ annually N residcn 
Ha x Bradford A) G Ips duties 
divided 4 Halifax Group (il eye beds 
an “ lly and 
B 4 5.200 
new ‘ ts an N\ j 

\ stating a ’ and 
seta sent and with 
three referecs, 1 t Secr ry J R ars 

mittee, Park P H gate, by M 16 
1957 A467) 
KING'S COLLEGE HOSPITAL 
Denmark Hill, S.E.5 
CLINICAL ASSISTANT IN OPHTHALMOLOGY 

ad " M 4 
an 
I e 
SCSS M ns m 
4 un December 31 $7 f n 
be subiect 
App ations, stating age 
q Ss. and exp h 
st i be s 
{ 
BIRMINGHAM AND MIDLAND EVE 
HOSPITAL, Church Street, Birmingham, 3 
SENIOR HOUSE OFFICER (resident) 
D 1FRCS. in 
G S D Road H Birming 
KENT AND SUSSEX HOSPITAI 


Tunbridge Wells (203 beds) 
ee Wells Group Hospital Management 
Committee 


Tunbri 


Applicat post 

SENIOR HOUSE OFFICER, OPHTHALMIC 
Vacant July Re F.R.C.S 
. 2 q ns xperien and 
tw S Sherw i Park 


NORTH STAFFORDSHIRE ROYAL INFIRMARY 
(455 beds) 


SENIOR HOUSE OFFICER (Ophthalmology) 


kK RCS an DO Annpli- 
G Ss t Hosp Mano ment 
s R t. Stok n-T (6468) 
UNITED CARDIFF HOSPITALS 
Applications are invited for the appointment of 
SENIOR HOUSE OFFICER in Ophthalmology 
at the Cardiff R 1 In nar mt post 
commencing August 1, 1957 A , ome 
are available from the Secretary to the Board 
the Cardiff Royal Infirmary. Newport Road, Car- 
diff, and should be returned with 14 d of the 
appear this ad ment (6721) 


UNITED MANCHESTER HOSPITALS 


Manchester Royal Eye Hospital 


yr 


ns are invited the f wing posts 
SENTOR HOUSE OFFICER 


Applt 


HOUSE OFFICER (Pre-resictration surgical post) 
Ann ation forms may be . sd from the under 
signed H R North General Superintendent 
Manchester Royal Fye Hospital. 62739) 


‘I 
on 
lized 
quired as fre Post recognized 
stration purt Apply Gr 
ton m ary (Pr.6720) 
| 
i for the tration | 
pas 
‘ ) 
ret M 1957 R.W 
"OG 
G | sen Hospital immediately | 
R Hose Birmineham 18 (Pr.6536) 


May 4, 1957 


Ophthalmology—contd. 


BIRMINGHAM AND MIDLAND EYE 
HOSPITAL. Charch Street, B.rmingham. 3 
(156 beds) 


HOUSE OFFICER (resident) 


required Pre mic cx ssential 

Recognized for D.O M F.R.C.S. in O ha'm 

logy Wid x at 

inc ‘ ac Detailed applica 

Gr Ss ta Dudicy Roa Hos I 

ham 8 
ROYAL BUCKINGHAMSHIRE HOSPITAL 

Aylesbury 


OPHTHALMIC HOUSE OFFICER 
required ate June Post recognized for D.O 


Apply with pies of two testimonials, to Secr 
tary Superintendent (6469 
ORTHOPAEDICS 

SOUTH-WESTERN REGIONAL HOSPITAL 


BOARD 
West Cornwall Clinical Area 
ations are inv d for the appointment of a 


Ar 
CONSULTANT ORTHOPAEDIC SURGEON 
to the West Cornwall ¢ Area The appoiat- 


a of rd 
sdalis Park Road, Brist 8 not t than 


ST. BARTHOLOMEW’S HOSPITAL, E.C.1 


Applications afe ’ d for the post of 
REGISTRAR 

n th 0 Db nen or two years 
t 1 of the 
I j 
b j 
FRCS \ y 
rer © s ndersigned 
w at nex 4 days.— < Carus-Wilson 
kt Governors (6546) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


St. George's Hospital. Lincoin (204 beds) 
(Recognized for training for F.R.C.S.) 


RESIDENT REGISTRAR 
(Orthopaedics) 
dut 


WHOL E-TIMF 


age 
appointments (witt 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Wandsworth Hospital Group 
St, James’ Hospital, Balham, London, S.W.12 


REGISTRAR (Orthopaedic and Trauma) 
Vacant July 1 Post recognized for F.R.CS 


Application forms t sable f n G Secre 
tary at above address. | be mpicted and 
returned by May 18 TT (6523) 


WESTERN REGIONAL HOSPITAL BOARD 


Ano yns are nvit for the following 
appointm which w for one year in th 
first ir f 

SENIOR REG ISTR AR IN CRTHOPASINCS 
bascd th V ia In Glasgow 
Applications (12 « ‘ stating date f birth 
qualifications xpericnc wesacnt appointment 
the names of three referees. to reach the Secret 
Western Regiona! Hospital Board, 64 ‘West sent 
Street, Glasgow. C.2 y May 11, 1957 6559) 
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BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITIEE 


Roya! Victoria Hospital, Shelley Road. 


Bournemouth 
Applications are invited for the appointment of a 
SENIOR HOUSE OFFICER (Resident) 
(Orthopaedics and Casualty combined) 
The post which t mes vacant on May 6, is 
ecognized r the F examination Appli 
ations to th Hospita! Secretary (6347 
BRIGHTON AND LEWES HOSPITAI 
MANAGEMENT COMMITTEE 
Brightoo General Hospital 
SENIOR HOUSE OFFICER (Orthopaedics) 
Applications are imvited for the above appoint 
ment Recognized for F.R.C.S examinations 
Salary in accordance with national scales Pos 
aca M ‘ Applicat S, sta usua 
a her w copics f th recen 
als should sent be Phys 
Superintendem, Brighton General Hospita Ein 
jrove, Brighton as soon as possib 619 


HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Hall Royal lefirmary 


\pplications are invited for the post of 
ORTHOPAEDIC HOUSE SURGEON 
(Senior House Officer grade) 

V ant now N il salary sca and ndition 
terminable b 

Applications to th 

Hospit Ss tar (6665 


VONTAGU HOSPITAL. Mexborough, and Aanexe 
(198 beds) 


SENIOR HOUSE OFFICER 


33 
ROYAL BUCKINGHAMSHIRI HOSPITAL 
Aylesbury 

Accide and orthopaedic and children’s general 
surgery House Officer or Senior se Officer 
grade acc ling to experience gistration 
post, t gist 1 practitioner ipply 
Recognized for F.R.C.S. Apply pies of 

tw to Secretary Superimiendent 
(6471) 


ROYAL HAMPSHIRE COUNTY HOSPITAL 
Winchester (315 beds) 


SENIOR HOUSE OFFICER (Orthopaedics) 


required. Post recognized F.R.C.S. Wide exper 

nce 1vailab! under Area Orthopacdi team 
\ppointment for six months n first instance 
Vacart nmediately 4 ations, with copies of 
wo testimonials, to the Group Secretary (6577) 


WEST SUFFOLK GENERAL HOSPITAL 
Bary St. Edmunds (262 beds) 


HOUSE OFFICER (pre-registration) or 
SENIOR HOUSE OFFICER 
for Orthopacdic and Casualty dutics Recognized 
F.R.CS. (Surgical) Vacant ate June 
J.H.M.O. Casualty Officer is also employed Appli- 
cations, with three references, to Hospital Secretary 
6472) 


BEDFORD GENERAL HOSPITAL (436 beds) 


ORTHOPAEDIC HOUSE SURGEON 
required. Pre- of post-registratior anized for 
FRCS Post offers wide experience in a busy 
s ist orthopacdic and traumatic unit. Enquiries 
1 applics ys, with copies of two recent test 
monials, to Group Sccretary, 3, Kimbolton Rosd 


WESTWOOD HOSPITAL, Beverley, Yorkshire 
(229 Acute Beds) 


ORTHOPAEDIC HOUSE SURGEON 
(ist, 2nd, or 3rd post) 


(Casualty and Orthopaedics) Vacan now Offers good opportunity for 
£150 _Der annum residential cmoluments Recos eneral experience in busy acute general hospital 
red r training for F.R.C.S Applications Approve re-registration post Fully registered 

the’ Committee Fero Bank n apply gn d for RCS 
Doncast Road, Rotherham 6154 Apply Group Secretar (612@ 
MOUNT GOLD HOSPITAL, Plymouth BRIGHTON GENERAL HOSPITAL 
SENIOR HOUSE SURGEON HOUSE SURGEON (Orthopaedics) 
+ lic H and Fracture Servi Applications are invited for the appointmem of 
Mount Gold Hospital and a House n to the Orthopaedic | Salary 
nized im ac ¢ with National Scales. Va June 
Jun 4, 1957 This post is i as pre 
nt s, to be forwarded he S f Pcent 
(6 stimonials, should be sent t the Pt ao 
zg. rintendent, Brighton General H t Elm 
Grove. Brighton (Pr.6642) 
NEWPORT (MON) HOSPITAL GROUP | 
IPSWICH AND EAST SUFFOLK HOSPITAL 
SENIOR HOUSE OFFICERS Anglesea Road Wing (356 beds) 
re required 
Royal u Hospit Newport, M 2 | Applications are invited for the post of 
Th is a modern f-con ved Fractu and the Fracture nd Orthopacd Department 
Orthopacdic Un with its wn th x ‘ 4 on J 1 pre-r a 
cs 24,006 Good experience. V t in stimonials etary Pr.5892) 
. MANOR HOSPITAL, Neneat 
St. Lawrence Hospital, Chepstow (127 pia — 
surgery. 50 orthopaedic beds). Emphasis is HOUSE OFFICER IN ORTHOPAEDIC AND 
GENERAL SURGERY 
— plastic surecry Vacamt end of May Recognized pre-registration and FR.C.S Res 
2 dent. Applications to Hospital Secretary 
Write, quoting two referees and post preferred, (Pr 6410) 
to T. A. Jones, Gr Secretary, 64, Cardiff Road 
Newport, Mon ($825) NORTH a ae ROYAL INFIRMARY 
55 beds) 
OLDHAM ROYAL INFIRMARY 
HOUSE OFFICER (Orthopaedics) 
bt required R nized pre-registration post Hoe- 
APPOINTMENT OF SENIOR HOUSE OFFICER pital recogr i for FRCS Ar ations. with 
(Orthopaedics) (Resident) opy testimonials. to G p Secretary. HMC 
Recognired for F.RC.S Prin Road Stoke-on-Trent Pr S808) 


Applications a nvited for the app of 
Senior H off n the F t nd Ortho 
naedic Service, b ming vacant on May ! 1957 
at the hove hosnital Aan ne ch id be 


rwarded to the Group Secretary, Oldham and 
District Hospital Management Committee. Central 
Offices. Rochdale Road, Oldham 6206) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 24 


Established 
1885 


(No entrance fee payable by candidates 


for election within one year of registr 


Full particulars from the Secretary (Dr. Ropert F 


orses), The Medical Defence Union, Lid 


MEMBERSHIP EXCEEDS 43,750 


Subscription: £1 each year for first three years for newly qualified entrants, £2 for members of more than three years’ standing 
on with the Genera 


|THE Medical Defence Union 


Medical Council or 
Tavistock House South, Tavistock Square, London, W.C.! 


EUSton 
4244 


he Den Board.) 


< 
= | 
| — 
| 
successful candidate will have charge of beds at 
the Royal Cornwa!)| Infirm Truro. He w als 
s as determin he R Board. Twelv 
ns nd expericac togeth with the names | 
and add t to | —_ — 
| 
Ma 4) 
| 
with out-patient 
pital. I n. req Jahon 
avaitat There are 42 orthopacdic beds. Appoint : 
mont tor » first inetance. Apoly to Sec- 
retary, Sheff Regional H Board, Old . 
Fulw R 4 Sheet ib May 13 1957. ng 
tiona ations, present and previous : 
647 


Orthopaedics—contd. 
OLDCHURCH HOSPITAL, Romford, Essex 
(722 beds) 
ORTHOPAEDIC HOUSE SURGEON (Resident 
SOUTHAMPTON, ROYAL SOUTH HANTS 
HOSPITAL (278 beds) 
ORTHOPAEDIC HOUSE SURGEON 
{ 
Pr¢ 
PAEDIATRICS 
LIVERPOOL REGIONAL HOSPITAL BOARD 


Whiten Horpital 


\ 


RESIDENT REGISTRAR IN PAEDIATRICS 


WELSH REGIONAL HOSPITAL BOARD 
REGISTRAR IN PAEDIATRICS 
D H . 


CHILDREN’S HOSPITAI 83 beds Sundertand 


SENIOR HOUSE OFFICER (Paediatrics) 


NOTTINGHAM CHILDREN'S HOSPITAL 


(136 beds) (Recognized for the D.C.H.) 
SENTOR HOUSE OFFICER (Sargical) 
’ n M | noat 
N 
N 
ST. GEORGE'S HOSPITAL, 5.W.1 
\ nv f ost of 
RESIDENT MEDICAL OFFICER 
W 


CLEVELAND HOSPITAL MANAGEMENT 


COMMITTEE 


The Children’s Hospital, Durham Road 


Stockton-on-Tees (84 beds) 
nvit the st rf 
HOUSE OFFICER 
f 
M H 
\ H M 
L B ( 


(668 
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MEDWAY AND GRAVESEND HOSPITAL | THE LONDON HOSPITAL, Whitechapel, gE.) 
MANAGEMENT COMMITTEE 
A ications ar ed tt 
All Saints’ Hospital, Chatham, Kent | REGISTRAR 
\ D s D mnt Labora 
PAEDIATRIC HOUSE PHYSICIAN Duties include work in aborat so 
i M 1 D.C.H h s \ gi he 
’ es jine t xper nan SCs s. sh i be 
\ t H Ss ary. & 12 cived ndersig i by May 1 19 
H. B r H (6684) 
st WOLVERHAMPTON GROUP 
ROVAL FREE HOSPITAL The Royal Hospital 
‘\ vited tered medica JUNIOR PATHOLOGIST 
f q Ss 1 J.H.M.O. grade Com 
HOUSE OFFICER to the Paediatric Department ¥ T nd n 
Resident | Ex : P acar 
nd ap its ( h App 
cat s to G It Royal Hospit 
Hi W M 438 
¥ 
Ss BARNET GENERAL HOSPITAL, Wellhouse Lane 
< | Barnet, Herts (461 beds) 
M i Hous 
m PRESIDENT SENIOR HOUSE OFFICER 
t H Path g D rtmen } Ap 
tw estimonials to 
j M 09 H S ta 625) 
PLYMOUTH, SOUTH DEVON AND EAST 


ST. GEORGE'S HOSPITAL, S.W.1 


\ t post of 
HOUSE PHYSICIAN (Resident) 
th \ H iren, Tit Ss 
sw 1 
A 
H 
M 
H G 
THE QUEEN FLIZABETH HOSPITAL FOR 


CHILDREN MANAGEMENT COMMITTE! 


Hackney Road, E.2. Shadwell, E.1, and Banstead 
Wood, Surrey 
HOUSE OFFICER 
two con tive 
T \ 
Road and 
GULSON HOSPITAL, Coventry 
PRE-REGISTRATION HOUSE OFFICER 
(Paediatrics) 
R n i-June An 
G y. at and Warwick 
H ( y Pr.6411) 
PATHOLOGY 
MANCHESTER REGIONAL HOSPITAL BOARD 
WHOLE-TIME ASSISTANT PATHOLOGIST 
S.H.M.O.) 
Preston ( Group of H tals 
t Preston R ifirmary (acute, 400 beds) 
Ex t spit 
ia A x fer 
Adr ve M 
K Mancheste 8 t 
46708 


WESTERN REGIONAL HOSPITAL BOARD 


App tion are invited for th fc wing 
npointment 
WHOLE-TIME ASSISTANT PATHOLOGIST 
ed a Kilmarnock Infirmary with lutic a 
A \ Sa 2 
rd ale by 2s 
\ st 
esent a men 
tary 
Ww 5 H Board, 64, West Regent 
St f lat than 30 days after 
h ad ment 6723 


MANCHESTER REGIONAL HOSPITAL BOARD 


Manchester, 


Withington Hospital, 


20 


South Manchester 


ns for the post of 


ATHOLOGY 


The Board invites applica 
REGISTRAR IN P 


Group la Withington Hospital (1.088 beda) 
I y red for the D.Path ex 
an | allable f ning 
ey \ ns 

] st x tence 

tw to rwarded to the 

ta Withington Hospital, Manchester 
20 6693) 


CORNWALL GENERAL HOSPITAL GROUP 
Area Pathological Department 
Applica n nvited from duly qualified and 
gistered med practitioners for the app 


RESIDENT SENIOR HOUSE OFFICER IN 
PATHOLOGY 


Vacant Ma Th for 
12 montt 1 A at South 
R n 
work \ 
qa AS x r 
‘ rr 
Gard Stok I 613) 
UNITED SHEFFIELD HOSPITALS 
Royal Infirmary 
App itions invit the post of 
RESIDENT SENIOR HOUSE OFFICER IN 
CLINICAL PATHOLOGY 
at the above hospital. P ) 
work n lifferent 
an ine b cs 
Ss An AS 
a xperien the 
. i be sent he 
ntend R Inf Infirma Road 
Sheffield, ¢ t M 1. 19 (6374) 


UNITED CARDIFF HOSPITALS 


Applications a vited for the 
SENIOR HOUSE OFFICER 
at Liandough Hospita Per 
August 1 R | st 


annoin 


IN PATHOL 
Gian 


ent oO 
oGY 
cant 
are 


vailat from 
Cardiff Roya 
and sh ret 1 within 
ap f this ment (6797) 


WESTWOOD HOSPITAI Beverley, Yorkshire 
ASSISTANT PATHOLOGIST 
(‘Senior House Officer grade) 
required in A I Offers 
all nches f Patt gy Sa £745 
applications to Group Sect , 6127) 


PHYSICAL MEDICINE 
THE 


MIDDLESEX w.il 


HOSPITAL. 


invited for post of 
REGISTRAR 
in the Department of Physical 
matism R s and a ati 
able from Dep iperir 
returned, naming 


Applications 


two referees 


PLASTIC SURGERY 


PLASTIC SURGERY, JAW INJURIES AND 
BURNS CENTRE, City Hospital, Nottingham 


ia Plastic 


not 


Sergery 

esscntia 
gh 
spital 
Salary 
vacant 
pics 


dt the 


SENIOR HOUSE OFFICER 
Previous experience in st 
The successful candidate will i a th 
training in plastic surgery and urns H 
intakes fro 
10s es £150 t ard residen Post 
May 2 1057 Ano n< together 

rward 
ad. Nottingham 
(6217) 


ttingham and Derby areas 
th 
wit 


Hospital Secretary, H 


| 
vith d he abov al. App 
H 
Collir Board 6711) | 
the 
t firs n f 
M I P k 
Cardiff 4 days S44 
t not sential Th hospita 
DCH 
\ t t H 
reta S j and (6568 
| 
| 
res 
childrer This vacant J 947 
| 
M H rms, obtain- 
6628 May 31 (6624) 
—) 
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PSYCHIATRY | FRIERN HOSPITAL (for Nervous and Mental | BERKSHIRE MENTAL HOSPITALS 
a | Disorders), New Southgate, London, N.11 MANAGEMENT COMMITTEE 
EAST ANGLIAN REGIONAL HOSPITAL BOARD (2.470 beds) 

\pplications ar nvited he appointment of 
CONSULTANT PSYCHIATRIST (whole-time) | REGISTRAR JUNIOR HOSPITAL MEDICAL OFFICER 
wich. Associat th this | "Cauired ndidates should gencral Mile Hospital. near Wallingford, Berkshire 
> ~ nent and work in t n nt for postgraduate training 
th ’ ition avient c work 
tanh out. , - - the | and every y is provided for study for the 
DPM pita appr intmen \ s Residen ccommodation for married 
ainable from and re 1a tc th < an w The 
pre Friern Hos wich sd nt and 
Med on 17. LEEDS REGIONAL HOSPITAL BOARD | App 
al by direct a 8 | REGISTRAR IN PSYCHIATRY a M S jer Fai 
Mex S | Menston H spital car I is ts fim H Berk 1 
4 t f atrer at | Univer- | days e his advertisement 
LEEDS REGIONAL HOSPITAL BOARD | be p ied il 635) 
: studying { D.P.M. Applications, stat 
WHOLE-TIME OR MAXIMUM PART-TIME | BURY AND ROSSENDALE HOSPITAL 
CONSULTANT IN CHILD PSYCHIATRY MANAGEMENT COMMITTEE 
names three referecs, to t - 
York, North Riding and West Riding Educa - : , 
on York od w nd a y one d RUBERY HILL HOSPITAL (980 beds) mn On nasenen MEDICAL OFFICER 
each week Scart und H rrog Birmingham (Psy chiatry) 
secic) REGISTRAR (Resident /non-resident) mstance, subject to renew nually he post is 
be red Experience in investigation, diagnosis and treat for the I P.M months Appil- 
f dw ie | ment psyc‘iatric ¢ se with details ations and 
ok . nural duties patient work | Birmingham University Apply Group Secre bn , ecther with names of two referees 
at the Gencral Hospit nd Kingston fc May 18, 1957 Candidates may t should be s 1 10 H. Wilkinson, Gr Sec 
General Hospital, H » availa | hospital 6412) | ' Bury G Hospital, Bury, Lancs. (661 
WHOLE-Tine ASSISTANT. PSYCHIATRISTS SHENLEY HOSPITAL HERRISON MENTAL HOSPITAL MANAGE- 
MENT COMMITTEE, Dorchester, Dorset 
@ Storthes Hall Hospital (2.680 beds), Kirk. | 
burton, near Huddersfield. and sox ated | PSYCHIATRIC REGISTRAR Applications are invited from registered medica! 
clinics . genera! § hospita:s R cmt < Applications are invited for the above post pract ners for th lent post of 
non-resident A 8 | Single residential a mmodation available for JUNIOR HOSPITAL MEDICAL OFFICER 
min n is ea n th fires ance ta 
able | at the above hospita Salary and conditions of 
| niles ’ serv acco bt ale Th 
(iid n Hospital, 112 beds), and | may b ed by appoin App ia ace — 
1 clinics at H ute, York and | ms obtainat m, and returnable to, 
ties i Cia by May 15, 195 (6250) psychiatry Applications, with names f three 
S {one «css F oon ioe refer should be sent at on to the Medical 
Small flat availab SOUTH-EASTERN REGIONAL HOSPITAL Superintendent Herrison Hospital Dorchester 
Ar ’ for th ppointments should BOARD, Scotland Dorset (6713) 
hoid ne D.P.M. or ther gui mt qualification | 
An at ai2 « s), stating age, qualifica REGISTRAR ST. MARGARET'S HOSPITAL 
tions, and of t anc ious hed Great Barr Park, Birmingham, 220 
Stra n Hos ( th 
ments (with dates), a and add ay (Mental Deficiency—1,491 beds) 
th f ry, Park P atr n 
H t May 27. 1 (6496 ? he Region 
e av ng Ss ne | RESIDENT JUNIOR HOSPITAL MEDICAL 
he Sout j 1H a1 Board an OFFICER 
NEWCASTLE REGIONAL HOSPITAL BOARD | the ycholorical M the Anti 
APPOINTMENT OF ASSISTANT PSYCHIATPIST | amd the gett with names and addresses of three 
Aycliffe Mental Deficiency Hospital, Heighington, s, should be forwarded immediately to the 
Dartington (664 beds) gg (6724 M Superintendent (6643) 
Assistant Psychiatrist SHM.O., whole-time | 
The pers ap ij w xpected tO uct as WINTERTON HOSPITAL MANAGEMENT 
sesist the Medical WESTERN REGIONAL HOSPITAL BOARD COMMITIEE 
Superintendent in the intra- and extra-mural work 
ft vita ) fine 1 visits ations are nvited for the following | ‘ 
sted hos et Candid s st d pp nt, which will be for one ycar in th Ap : ™ a for the ved 
DPM. but apoiications wil be | Gest instance JUNIOR HOSPITAL ME DICAL OFFICER 
nsidered from candidates with no previous prac REGISTRAR IN PSYCHIATRY 
h bh hieher t ntert ntal spital r t 
xP nce — at Woodilee Mental Hospital, Lenzic, near fen Hospital for a period 
lical qualif had wid x | years Tt appointment offers 
w App ns (1 stating ate f 
neral med fine S P eg a en n all branches of psychiat 
ts intend t 2 DPM a t epital where all modern 
t nes h st h ar { t both i 
atry _appointn nt ecretary, Western Regional Hospital Board, 64 
h rti s from Reg | patient and out-patient The hospital 
ss. toeether with me Regen ect, Giasgow, C by any mi on he DPM R tential 
i iresses h ts. t0 Reg uoa or ’ 
st, Newcastie Regional Hospital Board | at a very meres. ef 
R { Road. Newcastle upon yone. 6, within WIGAN AND LEIGH HOSPITAL nha | with the latest r mmendations of 
(6497) MANAGEMENT COMMITTEE he W y Council Salary £852 10s. by £55 1 
ol £1.18 A be obtained 
| from ndersign |, Group Secre 
SHEFFIELD REGIONAL HOSPITAL BOARD Billinge Hospital, acar Wigan | tary, W n Hospital, Winterton, Sedgefield 
| Stockton Tees (6712) 
WHOLE-TIME SENIOR ASSISTANT REGISTRAR IN PSYCHIATRY 
PSYCHIATRIST (resider 10 assist Consultant 
quired for Middiewood Hc nal, Salary IMPORTANT: All intending applicants 
scale y é c forms treatm ver 
and further details from Senior Administrative 300 admiss Post recognized for | should read the revised NOTICE at the 
Medical Officer. Sheffield Regional Hospital Board DPM G facilities Applications 
Old Fulwood Road, Sheffield Forms to be with names ¢ to Secretary, Knowsicy top of page 24 
umned by June 1, 1957 (6498) House, W'gan (6542) | 


AND ALL ENGAGED IN THE MEDICAL PROFESSION 
HOLIDAYS FOR DOCTORS reoucen rates 
ON THE CONTINENT AND THROUGHOUT THE HOMELAND 
SPECIAL DISCOUNTS FOR YOU AND YOUR FAMILY. WORLD-WIDE TRAVEL SERVICE BY SEA, LAND AND AIR 


Holidays Abroad from £14 19s. 0d. In the Homeland from 154 gns. Continental Coach Cruises from 25 gns 
Send for our illustrated brochures and our SPECIAL MEDICAL DISCOUNT VOUCHER ENTITLING YOU AND YOUR FAMILY TO SUBSTANTIAL REDUCTIONS 
in all Westminster Holidays—abroad and in the homeland. (Please state whether Continental or British.) 
WESTMINSTER TOURING ASSSSATION LTD., Medic Department 8M/9 
West End Offices : 386/39 Parliament St., Whitehall, London, $.W Head Office : 92 Victoria Street, London, $.W.! 
Phone TRAfalgar 11S! (4 lines) Phone : ViCtoria 6301 (5 lines) 


Psychiatry —coatd. 


PRESTWICH (MENTAL) HOSPITAI 
JLNIOR HOSPITAL MEDICAL OFFICER 
sad SENIOR HOUSE OFFICER 

req d : \ 
we 
Ao 
mar 
late M 
CENTRAL MENTAL HOSPITAL, near Warwick 
(1.400 beds) 
SENIOR HOUSE OFFICER 
Ne t 
det ) " 
thor bree 
to M 


ST. DAVID'S HOSPITAL, Carmarthen 


SENIOR HOUSE 


OFFICER (Peychiatry) 
bh b yo 


n 


ava t a P 
P.M 

2 n 

na he M 

SHENLEY HOSPITAL, sear St. Albans, Herts 


SENIOR HOUSE OFFICER--PSYCHIATRIST 


t \ 
Ss 
SOUTHERN GENERAL HOSPITAI 
Glaseow, 
2 SENIOR HOUSE OFFICERS 
requ f 
pong 
d I 
Gla H 


WHITCHURCH HOSPITAI Cardiff 800 beds 


OFFICER IN PSYCHIATRY 


nule 


HOw St 


male or f 


SENIOR 


RADIOLOGY 


MANCHESTER REGIONAL HOSPITAL BOARD 


CONSULTANT R 


ADIOLOGISTS 
‘ 


t B 1 
M M 
GUY'S HOSPITAL, 5S.E.1 
TRAINEE REGISTRAR IN DIAGNOSTIC 
RADIOLOGY 
t 
f 
Guys H 
May 
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THE UNITED LIVERPOOL HOSPITALS 
Ap wited post f 
REGISTRAR IN RADIOLOGY 
from June, 195 t Sept 30 
\ mt th m 
be 
n 
\ Ma n 
ST. MARY'S HOSPITAL, W.2 
Diagaostic Radiological Department 
an svited 
POSTGRADUATE TRAINERSHIP 
n t k the DM R.D 
I 205 
j advan 
’ Th 
for 
H 
N H 
h Alan P fitch H 
G M 
RADIOTHERAPY 
WESTMINSTER HOSPITAL 
St. John’s Gardens, $.W.1 
REGISTRAR 
first 
\ 2 gery 
ven 
r DMR Radiowerapy 
vith 
Hi G n 
M 


RHEUMATOLOG‘ 


NORTHERN GENERAL HOSPITAL, Edinburgh 
\ ’ i for a 
CLINICAL RESEARCH FELLOWSHIP 


SOL TH-EASTERN REGIONAT 
BOARD. Scotlead 


HOSPITAL 


REGISTRAR IN MEDICINE 
R Unit 


H I gh T 


SURGERY 


CARSHALTON, QUEEN MARY'S HOSPITAL 
FOR CHILDREN (700 beds) 


SURGICAL AND ORTHOPAEDIC REGISTRAR 


M ; 87. (6476) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


SURGICAL REGISTRAR 


‘ 1N H 44] R 
rR Ss \ for one ur 
n 14 t 
R Ad M 
( ( Ma 
j : nent with H.M.C. Secretar 
t 6477 


May 4, 1957 


GUY'S HOSPITAL AND SOUTH-EAST 
METROPOLITAN REGIONAL HOSPITAL 
BOARD 

Applications afe nvited fill the established 
vacancy as 
SENIOR REGISTRAR IN GENERAL SURGERY 
to the B 1 of Govern Guy's Hos and 
h S »-Ea M tan Regiona Hospital 
Boar Ihe hold ot this st w bx xpected 
to spend a df m than 
two years in a Ree “ an 
exchan bas a f y the 
post The a “ment w by the 
bodies iw d first 
mstance ai s 
pital wi ’ | B nds ni S h 
wark I > wed 
annua Terms ( nditions 
fs ce H Me : n Den Staff 
En nd and W ‘ n n 
able from, and s d j 1 with, the Supe 
ntend Guy's Hos not later than 
Ma 

HAMMERSMITH HOSPITAL AND POST 

GRADUATE MEDICAL SCHOOL 
Du Cane Read, London, W.12 


NON-RESIDENT REGISTRAR 


(General Surgery) 


WHOLE.-TIME 


required Post iid-Jun Age, qualifica- 
Ms xperien names tw re 
Board Gor Ors y May 18 6526) 
LEEDS REGIONAL HOSPITAL BOARD 
REGISTRARS IN GENERAL SURGERY 
(i) York (A) Group of host ‘ 4 u} sur 
gica If d tered 
of edic surgery 
Rec i FR.CS Ma nclude some 
re ’ ty D n Non- 
i) H Dp G Hospital (74 
s sident 
R FRCS 
Ap sta 1 n and 
fetails > nts (w 
h s, to the § u Re $ 
r } k » j H M 6 
(6478) 
NEWCASTLE REGIONAL HOSPITAL BOARD 
REGISTRAR SURGEON 
time South Ss tals 
Ingham In (158 Po: r 
cs a ava Appli 
: s. with names j er cs 
S.A.M Reg H B 4. Benfield 
Road, New n T 6. w mn i4 « 
9) 


METROPOLITAN REGIONAL 
BOARD 


NORTH-WEST 
HOSPITAL 


Willesden General Hospital, Harlesden Road, 


w.10 


RESIDENT 


wanted. Post rc 


SURGICAL REGISTRAR 
uler Fe wst Regula- 
ns Also 
LOCUM RESIDENT SENIOR REGISTRAR 
req from Ma { 


jroup 
p H.M.C.. Park 


AND CHORLEY HOSPITAL 
COMMITTEE 


PRESTON 
MANAGEMENT 


Board 
beds) 


Manchester Regional 
Preston Royal lafirmary 


Hospital 
(400 


post of 


SURGERY 
given t andidates hoiding the 
July 1, 1957 cauoo 
ecretary. Roya 
(6424) 


Applications are in ; the 
REGISTRAR IN GENERAI 
Preferen 


F.R.C.S 


ROYAL FREE HOSPITAL, London, and 
NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
Applications are invited for the post of 


SENIOR SURGICAL REGISTRAR 


at the Royal Free Hospital and the Luton and 
Dunstable Hospital, Luton, Beds first 18 
mont (resident) will b pent at Luton and 
Dunstable Hospital followed y two years (non- 
resident) at the Royal f H ta Post vacant 
July 1. 1957 Formal a n. together with 

nes three referee ie the 
S tary > Board of Govern Royal Free 
H |. Gray’s Inn Road, W.C.1, not later than 
May 18, 1957 (6307) 


2 
itions ar d for the above post 
residen tent far of year in the first 
dor ri for work w as © 
as sit 
: 
7 
nati Diseases N hern 
yw 
ations 
Nuff 
st f \ | 
n (6599 
G 
ad “mum pal | Royal N.W.10. by M 8) 
May 18 | one 
Hi 
M 1M | 
( | 
h | if lich in je shared registrar 
\ Infirn Prest 
ta sh ib 
i 


May 4, 


1957 


Surgery—contd. 
ST. MARY'S HOSPITAL, Paddington, W.2. and 
THE NORTH-WEST METROPOLITAN 
REGIONAL HOSPITAL BOARD 


SENIOR REGISTRAR IN GENERAL SURGERY 


I St 
M H g yea a 
I 2 WwW M x | 
Wi } 
H 
uned from A Powdit House Gov 
t turned not later than May 21, 1957 
— | 
SHEFFIELD REGIONAL HOSPITAL BOARD 
Derby City Hospital (260 beds) 
(Recognized for training for F.R.C.S.) 
W tin dent 1wn-resident 
SURGICAL REGISTRAR 
Post J Ay nimen 
\ Secret 
S M 
t qua d 
THE UNITED BIRMINGHAM HOSPITALS 


RESEARCH ASSISTANT 
Senior Registrar grade) 


SURGICAI 
(Registrar or 


Ss \ R S 
I 
H 
k 
“Ml \ 
a 
\ 
H 
B 
| 
THE UNITED LIVERPOOL HOSPITALS | 
d 
SURGICAL BEGISTRAR 
\ 
( H 
M 
e Se R 
Ss i 


BIRMINGHAM ACCIDENT HOSPITAL AND 
REHABILITATION CENTRE, Bath Row, 
Birmingham, 15 


SENIOR HOUSE SURGEON 


vacant J 


BURY AND 
MANAGEMENT 


ROSSENDALE HOSPITAL 
COMMITTEE 


Bury General Hospital, Bury, Lancs 


Aon oe ore ted s the post of 
SENIOR HOUSE OFFICER in General 
P ’ FRCS Apply, stating 

J f tw referecs, to H. Wilk 


Surgery 


s 


EXETER AND MID-DEVON HOSPITALS 
MANAGEMENT COMMITTEE 


Exeter City Hospital (209 beds) 


HOUSE OFFICER 
M 


SENIOR IN SURGERY 


Cry Hos 
appearance 
(6666) 
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PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


GENERAL HOSPITAL, Ramsgate (101 beds) 


SENIOR HOUSE OFFICER (Surgical) 
r cs 


Recognized f and D.A Salary Royal Portsmouth Hospital (70 surgical beds) 
+s in il j 4 
mi A ation with SENIOR HOUSE SURGEON 
mor H al S ary (S8il Vacant now Ap t stati experi 
ence and qualif gether wit th names 
| possible to E. H. Hurst, St. Mary's Hospita 
Appiications nee tor of Milton Road, Portsmout! (5593) 
SENIOR HOUSE OFFICER 
€ gical Depart t a vacamt July SOUTH MANCHESTER H.M.C. 
aa ur, and 
FRCS SIX Withington Hospital, Manchester, 20 
) 
spec acd App tions ar avited for t . ‘ 
EN J \ Ss. witt SENIOR HOUSE OFFICER (Surgical) 
tesum ( Secret N | including y dut ’ nmed h 
st Royal In M ¢ post is 1 R Colles Surgeons 
r the fin FRCS ’ nd 
FRCS 
MEDWAY AND GRAVESEND HOSPITAL 
Sheppey General Hospital, Miaster, ble of Sheppey Wit H 6694) 
SENIOR HOUSE SURGEON SOUTH-WESTERN HOSPITAL 
RESIDENT HOUSE SURGEON 
(Senior House Officer grade) 
> | tak are f 32 surgical beds under 
k i x n Sure fil 
ADE work he 
H Riv South-Western H a 
. . 1 for FRCS. Va ne | 
MOSSLEY HILL HOSPITAL, Liverpool, 18 I 1 ap a m H ~ 


WORCESTER ROYAL INFIRMARY (213 beds) 


1 vice | 
6 SENIOR HOUSE OFFICER (Sergical) 
req 1 for June 1 at t 8) te | ta 
NORTH MANCHESTER HOSPITAL | wt sm wuitat 1d the 
MANAGEMENT COMMITTEE The post, wi re the 
FRCS exan r tv gica 
Ancoats Hospital, Manchester, 4 Registr | n acd rk 
Ap is H (6570) 
SENIOR HOUSE OFFICER (Surgery) YORK “A” AND TADCASTER HOSPITAL 
I 
R j FRCS ‘ } City Hospital, York (General 256 beds. with 
‘ M 13 | full Consultant Staff) 
M PRE-REGISTRATION or SENIOR HOUSE 


SURGEON 


quir 
NOTTINGHAM CILY mOUSPITAL (811 beds) County Hospital, York (General 269 beds, with 


full Consultant Staff) 
A rations a nv rt PRE-REGISTRATION or SENIOR HOL SE 
SENTOR HOUSE ER (General Surgery) SURGEON 
1 st if 
R.C.S fi nied t } 
‘ x an ih names f tw ‘ 
H HALIFAX AREA HOSPITAL MANAGEMENT 
H R 1 oN COMMITTEE 
HOUSE SURGEON and SENIOR HOUSE 
PONTEFRACT AND CASTLEFORD HOSPITAL Wp OFFICER in General oun 
MANAGEMENT COMMITTEE 
t \ pS 4 Rova 
Castleford, Normanton and District Hospital, (6210) 
Hightown, Castleford | 
RESIDENT SURGICAL OFFICER 


IMPORTANT: All intending applicant® 
Post should read the revised NOTICE at 


top of page 24 


Senior House Officer grade) 
‘ n 
. the 


ins abstracts of articles selected for their importance 
racts 
irom 


Each monrithly issue cont: 
shed thr 


thout the world 


from over | 


of World 


600 medical periodical 


Medicine covers the whole field of medicine and brings togethe 


widely scattered sources the most recent contributions to medical Ogress, 


abstracted fully enough to indicate their nature and value to the general reader 


and to enable the specialist to assess their importance in relation to his own 
work, Abstracts of World Medicine prov i the 
languages with which the reader is unfamiliar and a means of keeping abreast 


of developments in all branches of medicine. 


guide to literature in 


U.S.A. and Canada $13.50 


Annual Subscription (12 issues) £4 4s. 


B.M.A. House, 


\ at are ivited f Hun 
H ‘ gest traumat nit im the nt 
‘ast yea | Jun 
| R Pontefract. Yorks 648 
’ H — 
R ( | 
| 
| 
| 
| 
be st is 
r anized und the F.R.C.S. Regu- 
ations. Applications. with copes of te at OCIATION | 
testim Hospit tary | : 
of advertisemeat 


Surgery —contd. 
AMERSHAM GENERAL HOSPITAL Bucks 
RESIDENT HOUSE SURGEON 
BEDFORD GENERAL HOSPITAL (459 beds) 
HOUSE SURGEON 
P or pos r 
I ff 
BOLINGBROKE HOSPITAL 
Wand«worth Common, 5.W.11 


HOUSE SURGEONS (TWO) (Resident) 
f M 9 and ) 
A y Hospi 


CONNAUGHT HOSPITAL, Walthamstow, 


beds) 


HOUSE SURGEON 


{ for six surgery and spe 
d Post vacant May 1] 7, Rec 
FRCS th f jet 
Sec ary H.M.¢ I 
G La Road, E.1 (64 
EAST RIDING GENERAL HOSPITAL 
Driffield, Yorkshire (247 beds) 
HOUSE SURGEON lad, of post 
req now gcnera orth 
pra may 
\ W H 


ELIZABETH GARRETT ANDERSON HOSPITAL 
Euston Road, N.W.1 
Royal Free Hospital Group) 


APPOINTMENT OF FIRST HOUSE SURGEON 


gistra 
ra 
A 
M 
f cs d the 
Garrett A Hoss y 
May 19 


ENFIELD GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Chase Farm Hospital, Enfield, Middlesex 
APPOINTMENT OF RESIDENT HOUSE 
SURGEON (Third post) 

jes ex 
and tics 
Six Poat 
R \ 
" the na an addresses of tw 
Grou at Chase Fare 
Hosg (669 
GENERAL Southend-on-Sea 
pr 
ost of 
RESIDENT HOUSE SURGEON 
vacan M Ap sta ae 
4 suffi fron 
gncd t May 


HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Kingston Geaeral Hovpital, Hell (419 beds) 
Applicat sa n 1 for f resident 
JUNIOR HOUSE SURGEON 
R £ FRCS x n P 
Busy 
im \ two rece tes 
the I ary 483 
LAMBETH HOSPITAL, Brook Drive, S.E.11 
Apolications e-registra 
and regis medical pract vers th st of 
RESIDENT HOUSE SURGEON 
Vacar and 
atc Ow gh 
and FR 
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MAIDSTONE WEST KENT GENERAL 
HOSPITAL (141 beds) 
Mid-Keat Hospital Management Committee 
\ ns a nvited for the pr gistration 
HOUSE SURGEON 
hs ar nt Post vacant now 
at th ate of £4¢ 10s. to £5 $s. per 
\ t ear 
r vices 
4 as 
Ads Officer at 
$975) 
MILLER GENERAL HOSPITAL (180 beds) 
(Recognized for F.R.C.S. examination) 
HOUSE SURGEON 
V int m Six months tment 
’ 3 cond ns Application and 
G. and D./H.M4¢ St 
) 
MILLER GENERAL HOSPITAL (180 beds) 
Recognized for F.R.C.S. examination 
HOUSE SURGEON 
V rid-May appointment 
N ary ns Applications 
Secretary, G. and D./H.M.C 
\ H (6678) 
OLDCHURCH HOSPITAL, Romford, Essex 
(722 beds) 
RESIDENT HOUSE SURGEONS (2) 
req | mediately in the General Surg Unit 
Recogn FR.CS Open t 
tra fully reg ners 
This nit a tota ximatcly 
e lidates 
a The 
\ 
ward mediately e Group §S 
‘ Up H.M¢ Old rch H 
R 10) 
ROYAL BERKSHIRE HOSPITAL, Reading 
(398 beds) 
A > at n ire nvit from registered and pro- 
vision gistered medical practitioners, male and 
ma f 1 st f 
HOUSE SURGEON 
» Jun 7 nd for six months 
Ww > M st g qualifications 
t post, with es 
f n sonlals. to Secretary (6580 
ROYAL DEVON AND EXETER HOSPITAL 
Exeter 
Ann ations are invited m pre-registration and 
registered medica pract ners for the appoint- 
HOUSE SURGEON (General Surgery) 
Va M 23, 1957 Ap itions, with ies 
t he Hospital S 
tary M ? 618 
ROYAL WEST SUSSEX HOSPITAL 
Chichester (202 acute beds) 
RESIDENT HOUSE SURGEON 
required month ment Nationa 
salary sca f either prov nally or fully regis 
rred : ners Post apr d for p egistra 
s and F.R.CS Seven Residents 
Jing a th House Surgeons 
Vaca st a 
f s stra Officer (6627) 
ST. ALFPEGE’S HOSPITAL, Greenwich, S.E.10 
(367 beds) 
Recognized for F.R.C.S. cxamination 


HOUSE SURGEON 
M 


Va i-M Sit months appointment 
N al sala nd nditians Applications and 
n als Secretary, G. and D./H.M¢ 
hoxpita 6679 
TINDAL GENERAL HOSPITAL, Aylesbary, 
Bucks (260 beds) 
HOUSE SURGEON (Male or Femate) 
Pr sistra st. but registered pract 
I Ters wide 
gen with op 
FRCS V M 28, 19 
a B ) sts of 95 beds. No cas 
Jer \ with yies Of two testimoni 
te the Admin ative Off r (S078) 


VICTORIA HOSPITAL. Romford, Easex (99 


RESIDENT HOUSE SURGEON (Male) 
mmecdia (N re-registration ap 
\ ations st d be forwarded 
Romford Group HMC., Oldchurch 
Hospita Romford (6766 


May 4, 1957 


VICTORIA CENTRAL HOSPITAL (135 beds) 
ted for the following 
h falls vacant on Muy 
ved as a pre-reguua- 

ONE HOUSE SURGEON 
Salary £467 10s. to £ s. according to experi- 
les for ard, lodging, ¢t: 
I 4 ions f service in ac Jance 
with th ns of the Ministry of Health 
ADt ng deta age nauonaiity, 
qua at x 8 er with he 
nes reterence to tne 
Administra Central Hospital, 
l ard R 4 (6024 


WANSTEAD HOSPITAL, Hermon Hill, 


London, E.11 (191 beds) 
HOUSE SURGEON 
required Post vacant ay 28, 1957 Recognired 
for FR.CS \ “ full details and 
copies of two recent stimonials, should be scent 
j t S etary, Forest Group H.M.C 
Road, E.11 (6415) 
WARRINGTON INFIRMARY (172 beds) 
Applications are invited for 1 post of 
HOUSE SURGEON (Male or Female) 
(Recognized for pre-registration) 
The post w c vacant May 3, 1957 
Sala will be £467 s. to £5 10s. per anoum, ice 
iential emoluments 
sent Henry | Boot, 
and District Hoepita! 
c/o Genera hiospitai, 
(5024) 
WORTHING GROUP HOSPITAL 
MANAGEMENT COMMITTEE 
Southiands Hospital, Shoreham-by-Sea, Sussex 
4tl beds) 
TWO HOUSE SURGEON POSTS 
both recognized by R.C.S. for Fe wship One 
vacant now, pre-registration registered practi- 
tione One vacant May 6, duties in general sur 
gery and rthopacdics Applications to Sureeoa 
Superimendent, Southlands H (0350) 


WORTHING GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Lyndhurst Road, Worthisg 
acute general) 


Worthing Hospital, 
(210 beds 
The ned post is now vacant: 
SURGEON 
stered medical practi 
pre-registration ndidates, stating aze 
qua expcrien nationality, and enclos 
stimonials, to be for- 
“d the Hospital Secretary immediately 
Oakton, Group Secretary (6355) 


under-men 
HOUSE 
Applications, from cither 1 


DISTRICT HOSPITAL 
COMMITTEE 


BLACKBURN AND 
MANAGEMENT 


Royal Iafirmary, Blackburn (262 general beds) 


HOUSE SURGEON 


re red immediately Post recognized for F.R.C S 

approved for *-registration purposes Appli- 
cations to G o Ss ary. H.M.C. Office, Roya 
Infirmary, Biackt Lancs (Pr.6356 


BOLTON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


The Royal Infirmary, Bolton (237 beds) 


RESIDENT HOUSE SURGEON 
ties Now 


recognized 


Tenabie 
registra- 

hem Also rt gnized for F.R.C.S 
t referees, to Group 

(Pr.6485) 


vacant 


pre 


BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE 


Royal Victoria Hespital, Shelicy Road, 
Bournemouth 


are invited for the appointmen: of 
HOUSE SURGEON 
Th 


Applications 

GENERAL 

to the Senior Consu 

is now vacant s 
cxaminat:on an 

Applications to the 


Surgeon post, which 

ygnized for the F.R.C.S 
for pre-registration purposes 
Hospital Secretary (Pr.6486) 


tant 


BRADFORD “A™ GROUP HOSPIIAL 
MANAGEMENT COMMITTEE 


St. Luke's Hospital, Bradford, Yorkshire 


HOUSE SURGEON (General Surgery /Plastic) 
required R enzed for F.R.C.S. and pre-rceis- 
tration QP IOSCS App at ns stating agc 
nationality qualifications ar xperience t 


the 
Secretary. Bradford Royal Infirmary (Pr 6211) 


May 4, 1957 
Surgery—contd. 


BURNLEY 
MANAGEMENT 


AND DISTRICT 
COMMITTEE 


HOSPITAI 


Burnley General Hospital (641 beds) 
RESIDENT HOUSE OFFICER (Surgical) 
Tt appointment is app ved as a pre-registra- 
nN pos und gn F.R.CS Ar ca 
tions. wi wo Group Secretary 
Burniey G il Hospital, B (Pr. 
BRIGHTON GENERAL HOSPITAL 


HOUSE SURGEON (recognized for F.R C.S.) 
af nvited for the apr tr 
House Surg » to the General Surgical Unit (60 
I ican 1 June | 195 
Ss in a with Na val Sca he 
t x ation appoint 
nent A Ss irs and 
Pt Bright Genera 
Hos I B Pr.6645 
CHELMSFORD, ST. JOHN'S HOSPITAL 
HOUSE SURGEON 
(Pre-registration, first or second post) 
D n M I s 
ber 1 emere 
j 
M tt > j 
H M ( nn 
j Es H l R i ¢ 
I 
CHESTER AND DISTRICT HOSPITAL 


MANAGEMENT 


COMMITTEE 


Chester Royal LIofirmary 
AT vited for th sost of 
HOUSE SURGEON (General) 
kK g PLR S. and p gist n ser- 
vice A wr with 
the nar nd address f tw erees, st d 
be forwarded 1 H tal Secretary. (Pr.6¢ 
COVENTRY AND WARWICKSHIRE HOSPITAL 
Coventry 


HOUSE OFFICER IN GENERAL SURGERY 


Va mid-June 
Applicat to H 


Pre-registration 
ta 


Resident 
(Pr 6417) 


CROYDON GROUP HOSPITAI 


COMMITTEE 


MANAGEMENT 


Mayday Hospital (611 beds) 

HOUSE SURGEON (Pre-registration) 
required as from Jun Post gnized 
for F.R.C.S \ at ns sina 
Georg \ I G S tary H ta 
Mana nt Com Gencral Hospital, Lond 
Road, ¢ j s Pr 6439 


CROYDON GROUP HOSPITAI 


COMMITTEE 


MANAGEMENT 


Majday Hospital (611 beds) 
HOLSE SURGEON (Pre-registration) 
re d 195 App tion forms 
ainab A Paincs, G Secre 
tar H azcement Comm Genera 
H ta ( ydon, Su y Pr 6440) 


HOSPITAL 
COMMITTEE 


EASTBOURNE 


MANAGEMENT 


St. Mary's Hospital (261 beds) 


Princess Alice Hospital (120 beds) 
i mvited for pre-fegistration 
posts 
HOUSE SURGEON 
for general surgery in these two busy, well-equipped 
hospita vac “ R R i by Royal Co 
Re Sure Stuff House Officer 
App atin age nality. qua ations 
and ex with re testi 
monials Group § 29. Bedfordwel 
ad, t Pr.6441) 


ENFIELD GROUP HOSPITAL 
COMMITTEE 


Chase Farm Hospital, 


RESIDE HOUSE 


Pre-reristration 


NT 


names ar 
Group Sccretary at 


MANAGEMENT 


Enfield, Middlesex 


ULRGEON 
now Duties 
Genit 
oyal ¢ rf 
Applicatic 
f tw referees, to 
Farm Hospital 
(Pr.6692) 
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FARNHAM GROUP HOSPITAL MANAGEMENT 


COMMITTEE 
Farnham Hospital, Hale Road, Farnham, Surrey 


HOUSE SURGEON (Pre-registration) 


squirt May 20, 1957, for six months. Salary 
£46 { Oo £522 10s. per annum, a ling ¢ 
xp less £125 per n respect of 
ard <iging, et Suc hav 
yortunity of taking House Phys ppoinument 
Ap n t statir qualifi 
ms and expericn togethe with ics 
timonials, to be sent he Med S 
(Pr 6726 
GERMAN HOSPITAL Londons, E.8 
(General, 157 beds) 
Applica ns ar invited for the six months 
sident appoint nt f 
PRE-REGISTRATION HOUSE SURGEON 
10w vacant, and should be sent to the Gr »S 
ta Hack Hospita London. E.9, quoting 
iH PHS (Pr 65 
GLILDFORD GROUP HOSPITAI 
MANAGEMENT COMMITTEE 
SM. Luke's Hospital, Guildford (389 beds) 
HOUSE SURGEON (Pre-registration) 
Th Post wh gnized for th 
F.R.C.S.. is now ant \ ns, with copic 
Sup ndent (P 


HASTINGS. ROVAL EAST SUSSEX HOSPITAL 
(150 beds) 
the t 


Applica ns re nvit for 


HOUSE SURGEON 


r 

Hast G R 

R Sure H of 

A ’ al 
at testis the Adn of 
spit (Pr.6442) 
HERTFORD COUNTY HOSPITAL (171 beds) 


(Hospital situated 21 mi'es from Condon) 


App tions ar invited for th n 
appointments 
HOUSE SURGEON, General (First or second post) 
t mmence Jun 195 


HOUSE SURGEON, General. Gynaecology and 


Obstetrics (first or second post) 
to commen Jun 195 
Pre-reg posts Re mized un FRCS 
regulations App tions Group § tary 
Hertford H M.C., County Hospital. Hertford, Herts 
Pr 6282 


HUDDERSFIELD HOSPITAL MANAGEMENT 
COMMITTEE 


Hadderstield Royal Infirmary (285 beds) 
HOUSE SURGEON 
juired mmence d Ma 1957 
The post enized as a pre-registration appoint- 
ment vc FR.C.S Salary in accordance 
with Na al Scales Applicatior gether with 
ent testin Mais, addressed 
h as nN as possit H } 
Johnson, y to the Management Committee 
The R In vary. Huddersfi (Pr. 6176) 
HULL “A™ GROUP HOSPITAL 


MANAGEMENT COMMITTEE 


Kingston General Hospital. Hull (419 beds) 


HOUSE SURGEON (pre-registration post) 
’ t This post 


general sur 


R i six months 
Ss gyna E.N.T 


Applicat 
Hospital Secretary 


with 


IPSWICH AND EAST SUFFOLK HOSPITAL 
Anglesea Road Wing (356 beds) 

are invited for the 

HOUSE SURGEON 


Applications post of 


the Scnior Consultant General Surgeon The 
08t 1s an 1 for pre-registration and for the 
F.R.C.S. examina 1) Applications, with pics 
f recent testimonials, to Hospital Secretary 
(Pr 


IPSWICH AND EAST SUFFOLK HOSPITAI 


Heath Road Wing, Ipswich (280 beds) 
Applications invited for 
HOUSE SURGEON (Pre-registration) 
to two general surecons Recognized for the 
RC.S. examinations Applications, with full par 
ticulars and copies of three recent testimonials, to 
the Hospital Secretary (Pr.6143) 


| 


39 
KEIGHLEY VICTORIA HOSPITAL, Keighley. 
Yorkshire (General 139 beds) 
TWO RESIDENT HOUSE SURGEONS 
(elther ex) 
n Surger and Orthos lics Apr 
G Sure and ENT vacamt May 1 Both 
} FRCS an ved pre gistra 
| iff \ 
4 a an t y 
pi “ tes to 
ary St. Joh H ta K v 
6) 
KENT AND SUSSEX HOSPITAL 
Tunbridge Wells (303 beds) 
PRE-REGISTRATION HOUSE SURGEON 
ma or female) quired General sureer 
Vacamt June 21 App giving agc, q 
! s of two recent t 
H ut S tary (Pr 6199) 


KING EDWARD VII HOSPITAL, Windsor 


HOUSE SURGEON IN GENERAL AND 
ORTHOPAEDIC SURGERY 
k n A 
} fica (with dat 
t ne¢ nt teste > 
tar (Pr 6333) 
NOBLE’'S ISLE OF MAN HOSPITAL (160 beds) 
Applications are nvited for pre-regisiration 
HOUSE SURGEON 

at this busy gencral hospita Establishment of 

ur H of a with 

National Whit Sca Manx income tax 4 

n Post now Apply ‘ 

Nobie's Is Man H tal, Doug ’ 
NORTH STAFFS ROYAL INFIRMARY 

Stoke-on-Trent (455 beds) 
HOUSE OFFICER GENFRAL SURGERY 
Pre-registration post Hospita oe 
f FRCS Detailed applications with 
nonials Gr Secretary, HMC., 

f Roa Stok n-T (Pr 5817) 

NOTIINGHAM CITY HOSPITAL (811 beds) 
Applications are invited for the post of 
HOUSE SURGEON 

va May 15 1957 Recognized gis 

trat Applications age, 

nati qualifications and n ther 
with s of not more than thr tcstimonials 
to be acnt to the Hos Secretary, City H al 

Hucknall Road. Nottingham Pr.6727) 


PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and East Cornwall Hospital. 


Devonport 
HOUSE SURGEON 
Pre-registration post vacant July 1, 1957 
Recognized for the FR CS.—F Hall, Deputy 
Group Secretary 7 Nelson Gardens Stoke 
Plymouth (Pr 6614) 


DEVON AND EAST 
HOSPITAL GROUP 


PLYMOUTH, 
CORNWALI 


SOUTH 
GENERAL 


South Devon and East Cornwall Hospitat. 
Freedom Fields, Plymouth 


HOUSE SURGEON 


Pre-registration post vacant July 23 1957 
Recognized for the F.R.CS.—fI Hall, Deputy 
Group Secretary, 7 Nelson Gardens Stoke 
Plymouth (Pr 6616) 


SOUTH DEVON AND EAST 
GENERAL HOSPITAL GROUP 


PLYMOUTH, 
CORNWALI 


South Devon and East Cornwall Hospital, 
Greenbank Road, Plymouth 


HOUSE 
Pre-registration posts 

1 and § 1957 Rec 
f Ha Deputy Gr p 
jens, Stoke, Plymouth 


SURGEONS 

vacanc 
ganized for 
Secretary 


june 9 
the F.R.CS.— 
Nelson Gar- 
(Pr 6615) 


ies 


QUEEN VICTORIA HOSPITAL. East Grinstead 


RESIDENT HOUSE OFFICER 
male required on 
hospital Appointment for six months in 
Recognized for pre-registration 
purposes for f examination Applica 
ions Stating age experience three 
efcrees, to Hospital Secretary (Pr 6534) 


July | 1957 
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Surgery—contd. 


ROYAL CORNWALL INFIRMARY, Truro 


(2280 beds) 


Application ar n df he post of 
HOUSE SURGEON 


ROVAL HAMPSHIRE COUNTY HOSPITAI 
Winchester (315 beds) 


HOUSE SURGEON 


Sure s) 


post 


ROYAL NORTHERN HOSPITAL, Holloway, N.7 | 


App ar two posts of 
HOUSE SURGEON 
ant giv re 
R 
{ 


ROYAL SUSSEX COUNTY HOSPITAL 
Brightoa (312 beds) 


ONE HOUSE SURGEON 


required mid-M 28 
tion R r 

SALISBURY GROUP HOSPITAL 

MANAGEMENT COMMITTEE 
Salisbury Geseral Hespital 
Applications 
RESIDENT HOUSE SURGEON /HOUSE 
PHYSICIAN 

19° 
Th 
App 
Od 


ST. HELIER HOSPITAI Carshalton, Surrey 


HOUSE SURGEON | 


be etn at above a 


ST. PETER’S HOSPITAL (late Botley’s Park War 
Hospital), Chertsey. Surrey (450 beds) 


RESIDENT HOUSE SURGEON (lotern | 


fN 


| 


I Hos as 


SOUTHAMPTON GENERAL HOSPITAL 
(471 beds) 


RESIDENT HOUSE SURGEON 
rea Ma 


se 


SOUTH-WEST MIDDLESEX HOSPITAL 


MANAGEMENT COMMITTEE 

West Middlesex Hospital (South Middlesex | 

Hospital Sergical Aanexe) 

HOUSE SURGEON | 

Sure Annexe of West | 

M x H tal 

' | 

} S We Midd 
scx | wort Ma 4 P 


WEST BROMWICH AND DISTRICT GENERAL | 
HOSPITAL 


HOUSE SURGEON 


Ss Bromwi D HM 
wich Pr.6728 
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WEST HERTS HOSPITAI 
Hemel Hempstead, Herts 


HOUSE SURGEON (pre-registration) 


j giving jetails and 


the Hospital Clary al 


WEST SUFFOLK GENERAL HOSPITAL 
Bury St. Edmunds (262 beds) 


HOUSE SURGEONS (pre-registration) 


for gica and er (ii) 
S d i) re for 
F.R.C.S May and mid-July respec 
tiv Applications, with three references, to 
H S ary I 90 


WILLESDEN GENERAL HOSPITAI 
Harlesden Road, N.W.10 


RESIDENT HOUSE SURGEON 


waotcd Six 4 s 14 days 
m from l I n candidates 
Applications to H Se a by 

‘ (P 84) 


WINDSOR GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Upton Hospital, Slough 


Apr ations inv post 
HOUSE SURGEON 
oe of tw ca Ma 2 F 
Ap vith names of tw 


M 4 (Pr.649 


THORACIC SURGERY 


WELSH REGIONAL HOSPITAL BOARD 


REGISTRAR, THORACIC SURGERY 


LEICESTER ISOLATION HOSPITAI AND 
CHEST UNIT, Groby Road, Leicester (328 beds) 


RESIDENT SENIOR HOUSE OFFICER 


(Surgical) 
A n n net 
S cas £15 
nt is six 
I e 
ship App 
ef n I 


MIDDLETON HOSPITAL, Ukley (430 beds) 


RESIDENT SENIOR HOUSE OFFICER 
(Surgical) 
equired f M Th ¢ Surgical Unit at the 
above t Applications, t 


H al Secretary (5984) 


NORTH MIDDLESEX HOSPITAL 
Edmonton, N.18 


SENTOR HOUSE OFFICER 
for Thoracic Surgical Unit 


fent, req M x nths 
w extension n 
e and 
st A s 
x 
of two 
referce S t 


NOTTINGHAM CITY HOSPITAL (811 beds) 
Applications are invited for the post 
SENIOR HOUSE OFFICER 
at the Department of Thoracic Surgery 


Post vacan mmex Sala Is er 
" ess f1 for jen m ments The 

ar \ ns 

) and xperi 

t with than three 

mmedia the 

H Secreta c Hos Hucknall Road 
Notuagham (6730) 


May 4, 1957 


ST. GEORGE'S HOSPITAL, S.W.1 


Applications a invited th s of 
HOUSE SURGEON IN THORACIC SURGERY 
This appointment be in Senior 
H se OF ¢ 
d « ke 
‘ mS, es of 
w r d rea ened not 
ater tt M House 
G G H »9) 


SOUTH-EAST REGIONAL THORACIC 
SURGERY UNIT (50 beds) 
Brook General Hospital, Shooters Hill Road. S.E.18 


SENIOR HOUSE OFFICER 


Va now FRCS Su 
ved 
I of 

as off y f 

12 5 to 

Secreta M a) H 4 Ww wich 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 24 


PUBLIC HEALTH 


CITY OF BIRMINGHAM EDUCATION 
COMMITTEE 


SCHOOL MEDICAL OFFICER 


App ms a wited from tical 
practitioners women) f ap nimen as 
S Medical Officer in S H Ser- 
vice The pos ” t DC.H 

an adv 2 Sa with 
Ww cy Coun c 00 
by £55 to 475 is 
s ect to t 8 nd 
to the passing x Forms 

f apr ath t ned 
$.a.¢ nus d M Can 

ng fies I a- 
of S Health S Ed 1d 
Ss Bir ( 30) 


CITY OF STOKE-ON-TRENT 


APPOINTMENT OF ASSISTANT MEDICAI 
OFFICER OF HEALTH 
a fied me Jical 
ne st Of Assistant 
i Child Welfare 

Can xp me if 
rics Op nity 
fiatrics 
It possession D.P.H. ofr 
D.C.H. © be considered an ad qualifica- 
tion Th lary w be in lan with the 
Whi { 7 Ss mr n ling to 
me be sut t to 

FOV n f the National Health Service 

> nnua Regulations 1947 and he 
exsf ndidate w he : pass & 

| ‘ nination Forms ¢ a ication may 
red fron ne Med Health, 

Health Department, Giebe St Stok n- 

Trent nd wuld be re ed. a n by 
copies Of not more than 
as soon as possib Harr 


for hospit nta with 


emt testimonials, 


ESSEX COUNTY COUNCIL 


ASSISTANT COUNTY MEDICAL OFFICER 
OF HEALTH 
1 fron registered medical 


Applications § invit 


actit above nimen n Forest 
Health Arca (W j 1 district Candidates pre- 
ferred with ex Sch M and 
Maternity and Child Welfare duties and possessing 
D ma in Child Health and/or Certifica or 
D ma in P Health Salary sca 0 
SO to yw £55 £1.475 Ap ation 
m from County Medical Officer of Health 
County Hall, Chelmsford, return by M 
1957 6492) 


LANCASHIRE COUNTY COUNCII 


APPOINTMENT OF ASSISTANT DIVISIONAL 
MEDICAL OFFICERS 


are in from registered medical 
ment as As D al 

s Vaca s it s the 
Wigan, B n, Rochdale 
Possession of D 2 in Public 

Trav ing nd ibsisten nilowances 
: Application forms and further 


m County Medical Officer. Serial 


tion forms to be returned by May 2 195 


req | 
copies < nonals, should be sent t& 
vaca ganized for om 
n 4 
toa < 
7 
— 
general sureecry w me E.N 
dutics gistra post Vacant 
Jun \ s of two test | 
™ ‘ y (Pr.6578 
?) 
194 
—— 
stration post 
| 
| 
| 
—— (324 beds). Thoracic 
entre for monary tut sis and other chest 
sec ascs S t WwW es ION 
st ar Ap cation 
SAMO. 1 Pes 
k, within 14 6545 | 
od Surg Pos 
RCS cxaminati 
required M 
ms, vith nam and 
Jdreese rees Physician 
lape 
6) 
testim G Sec- 
retasy. South G Hospital Man ment 
| 
Med oft 
and Salford 
Heaith ts d 
where polix 
| particulars 
165, East Cliff 4 ica- 
(6525) 


May 4, 1957 


Public Health—contd. 


CORPORATION OF THE CITY OF ABERDEEN 
Health and Welfare Department 


Applications ar 
ASSISTANT MEDICAL 


th post of 


OFFICER 


invited 


an t " Department Can tes must b 
n 4 AZ nd gistered 
Pos e | 
I H is x 
m d I 
£1,4 I 
q for 4 
M off 
H “ k H WwW whank R j 
A | iged 
stin Sa i Ma 1 
I. ¢ R I k, Town Hous \ 
COUNTY BOROUGH OF PRESTON 
MALE ASSISTANT MEDICAL OFFICER 
OF HEALTH 
An tions » in i from 1 medi 
t t I 
t M ft 
I t 
x n 
s 1 1S 
t d from M Offi f 
H Mun RB P sh 
th sdersig not ater han 
M 13 } W. E. E. Lock Town ¢ k 
Mun Building, Preston 6571) 


SUNDERLAND EDUCATION COMMITTEE 


App tion are nvited from qua d medica 
Ta for time appointment as 
SCHOOL MEDICA OFFICER 
t sala f £1,050 to £1,475 t num. Prefer 
n t given to a ts ia 
) P H th D : Child 
H Dut th witt 
Sct H i« 
> M or 
and 
xem ns 
Mi 
W. Thor 
son. D » Ed on 
John S i4 
GOVERNMENTAL 
TREASURY MEDICAL SERVICE 
App tions wited from medical pract 
in th jistricts detailed b 


ind mainiy ad 


LOCAL TREASURY ME 


DICAL OFFICER 

Th “ ft 1 

n H Post Off 4 
f is situated Ss sfu 
ap nis w } i xamin nd rf 

» of certain G ment Officers 
tea s vd for app at t wh 
may t f it m from tir m rd 
attend when summ T gen 
acciden r sudden ’ “ ina G 

nment office the n Fees th's 
work m wan en ry 
be nd on a aca d with tt B Mcd 
Ass ation Intending ap ant should 
within fourteen days, t Treasu Medica! Advis 
Treasury Chambers, Whitehall, f 
mw 1 application may be mad Applicants 
should be not more than 60 years of az The 
places for which applications ar invited are as 
follows 

England and Wales 

Merstham (Redhill) 

Norwich (Norwich) 

Ound and Ba (Peterborough) 

Car 

March (Wisbech 

Stowmarket and Haughliey (Stowmarket) 


Scotland 


Grantown-on-Spey (Grantown-on-Spcy) 


Northern Iretand 
(Ballymena) 
(Downpatrick) 


Ba 


ivmena 
wnpatrick 
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MEDICAL DEPT 


SERVICES REPUBLIC OF IRELAND 
THE »tDICAL SERVICE OF THE LUCAL APPOINTMENTS COMMISSION, Dubtia 
ROYAL NAVY 
VACANCIES FOR MEDICAL OFFICERS POSITIONS VACANT 
“andidates wited for St Sery Com ANAESTHETISTS (Part-time) 
missions ars fw . (a) Roscommon, (b) Tipperary (N.R.) County 
t f (tax Councils 
18 P B s ry 809 Ad val 
f \ j n 7) 
t B sut B of 
Adm Med D n An Dublin st me f t 4 
Man as, St. Jan s P London, S.W.1 ms, 5 m n Ma \) 
SOUTH CORK BOARD OF PUBLIC 
| ASSISTANCE 
COMMERCIAL APPOINTMENTS 
St. Mary's Orthopaedic Hospital, Gurranebraher, 
EXECUTIVE REQUIRED BY Cork 


Med 

xper 

1 f s ft Box ¢ 

BMJ 


INDUSTRIAL APPOINTMENTS 


(Vacant) 


Attention is drawn to the B.M.A. scale of re 
muneration for Industrial Medical Officers, which 
is available on request from the Secretary. 


ASSISTANT MEDICAL OFFICER REQUIRED 
for N.C.B.’s Pn mon s | 1 Res 4 
1g-term investigat mineworkers neun 

s and jus and 
y +] ? h 
nt na n 
I n Edin 
t 1d s a rr 
w n ik nt >a fox 
ne in med jent on ag 
an x ? 
Si 1 ag 
r alificati to Nation 
B Stafl bart Hous 
lor S.W.1 xX B 
t May ¢ 
CENTRAL ELECTRICITY AUTHORITY 
MEDICAL OFFICER (Research) 
\ ations are in -d from ree 1 medical 
sf the superannuabic ntment of 
M Off R h) n f m asis 
sw he y Industry 
to keer fh 
+] € r 
) st wi t based or 
| an mt of t 
sh d t t 
a h son k f 
nv sea thods Sala 
\ at g ang } stions 
x < t and lar t D 
Director f Es ishments, Winsiey Street 
Lond “ ' May 1 Quote ref. BM 6B 
6698 
CENTRAL ELECTRICITY AUTHORITY 
MEDICAL OFFICER 
App tions are invited from registered medica 
tiioners for the superannuable appointment of 
Med Officer on a full-time t i int 
ment, which will involve a cert ‘ f trav 
London and th st caf 
} it t, when ssary 
D t t he Med Offi Cand 
ss J f mt more th yea 
x n in in try of 
D ma in Indust H n will t nsid 
ivantag Sa » sca 
8 < > An ation 
2 qualifications xp n present 
Sa to D. Moff D tor of Estat 
sh nts, W Street nd W.1. by Ma 
10. 195 Oo ref. BM ‘176A (6699 


INDUSTRIAL 
(Wanted) 


APPOINTMENTS 


BRITISH DOCTOR SEEKS INDUSTRIAL POST 
in England af ven years as medi and senior 
medical officer t& urge concern in Middle East 
Married Aged 3 -Box 102 B.MJ 


TEMPORARY WHOLE-TIME ORTHOPAEDIC 
REGISTRAR REQUIRED 


Applicat ably « fied 
St M ya 
) H G ra 
h m r 
he M R | 
ate vided! Addit 
tion rate 0 p m w it 
a n b » 
F.R.C.S./M.Ch Pr acd 
x j but t Ag 
i s of the post i forn \ 
fron ned. wit 
wh ja tions ff 
1 not r nin 
Frid Ma < Conroy, 
¢ Qua k 
OVERSEA (Vacant) 
CANADA, ONTARIO, ASSISTANT MEDICAI 
OFFICER if Sh j Clini D s 
from M P t s Advis y B ‘ B.M.A 
I Stock Sq weil Ag 
MEDICAL PRACTICE IN NEW ZEALAND FOR 
immediate sa Full details from Mr. J. Martin 
171, Anderson Driv Aberdeen, Scotiand 
AUSTRALIA 
FEDERAL SECRETARIAT PTY. LTD 
(B. A. Cusack) 
Medical Agents, 303, Collins Street, 
Metbourne, Victoria 
Specialists in ¢ wing th sale of Med 
Practice ind P nerships and the introduct 
f Assistan and Locum Tenentes an 
arrange in sp al cases principals who will spon 
doctors 
MEDICAL OFFICER FOR SERVIC IN 
MALAYA. General practition with 10 years 
expe nce wanted Must be at nd ak 
t ’ surgcry and Sequat 
self ta dd hosr al having ver ( t Is 
Terms I if ntract lary, Straits $2,000 
ner fn h w f qua ‘ tricity wa 
Married man f j ply, giving part us 
of dentials and experien to Box 121 B.MJ 
CATHOLIC MISSION HOSPITALS. VACAN 
cies in East and West Africa and India Apply 
etary, Damien Society, 4 Fitvwiiliam Squar 
(7130) 
WANTED, A DOCTOR, MEMBER OF PRO 
TESTANT CHURCH. African r expatriate—t 
tak hare f the A list pita Oroa 
Fast Nigeria Terms Dr. H 
Haigh Methodist ety 2 
Marylebone Road, 6595) 


APPI 
FOR ROTATING 


ICATIONS ARE BEING CONSIDERED 


INTERNSHIP North-W 
Toront 


General Hospital 9 Ont Ac dited 
hospital bed requires internes Pay 
re month . m and board Ideal prepar 


APPLICATIONS ARE NOW BEING ACCEPTED 


FOR INTERNSHIP wcaginning January | 
A M.A. approved 224-bed modern gencral hospita 
Excetier educational f army ncluding staf? 
t aching and ar n ren n ward 
SCTVICeS r month and maintenan 
Apply Administrator, St. Luke's Hoxpita New 
burgh New York (626% 


| 
— 
| 
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Oversea (Vacant)—contd. HAMILTON GENERAL HOSPITALS, HAMIL 
TON. ONTARIO, CANADA the 
ATHERION HMUSPITAL, North Quecastand | K 
Australia Junior Rotating Iaternship y | 
| 
| 
JUNIOR RESIDENT MEDICAL OFFICER 
| | 
z 
ere 
I 
y MD Applicati ms a qualif dica 
Mi H G H 
SURGEON LIEUTENANTS 
4 N 
INSTITUTE OF MEDICAL AND VETERINARY 
SCIENCE, South Australia 
AL STRALIA--UNIVERSITY OF ADELAIDI 
CHAIR OF HUMAN PHYSIOLOGY AND 
PHARMACOLOGY 
| 
i 
| 
\ K 
‘ 
W scrvice 
\ \ acy) 
NEWPORT HOSPITAI Newport, Rhode Island K \\ 
U.S.A ? ave 
INTERNSHIPS AND RESIDENCIES 
Stat Defen 
ONE YEAR INTERNSHIP - 
ELLIS HOSPITAL. SCHENECTADY, NEW t 
STATES R_A.N 
4 
Rotating Internships wc. 
M ! M ‘ 
vin SIVERSITY OF KHARTOUM 
P 
ONE YEAR PATHOLOGIC ANATOMY | tor 
RESIDENCY (1) SENIOR LECTURESHIP or 
r (2) LECTURESHIP IN PATHOLOGY 
\ { As 
| { x 
GOVERNMENT or BAHRAIN MEDICAI ’ Fan W wnn 
Anaesthetist \ \ ad fam 
\ M 
M M Nationa 
i 
4 rs 
RHB 
Ss D j 
es 
\ M »4 Ss ty 
‘ PSYCHIATRIC RESIDENCIES AVAILABIE ‘ f Hig O 9 
n ; WwW » Sa Ww ¢ n whom 
Cc Me Hi \ ( rma n y (6704) 
Pe 
GOVERNMENT OF MAURITIUS - 
K k Application ont 
ASSISTANT RADIOLOGIST SENIOR LECTURFSHIP or 
2) LECTURESHIP IN ANATOMY 
| Salary s 2.277 per 
‘ in Ss 4 t Ss 
4 M H Met Ss r | x Cas ‘ 
1 £89 
and a 
‘ ne are in 4 for the 
CHAIR OF PATHOLOGY Nat Health 
Cost « allow 
it N R 106 
Passa for M > 
J Wob n 
a 1 of | WANTED: CLINICAL PATHOLOGIST FOR 50 
HOUSE OFFICER RHI 101 of S I SA 
a n 
I 4 
N f Stephenville Hospita! & C St 
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Oversea (Vacant)—contd. | OVERSEA (Wanted) UNIVERSITY OF LONDON 


Ihk OFAGO HOSPATAL BOARD WANTED. OPPORTUNITY IN PRACTICE OR The Senate invite applications for the 


Medical Unit, Dunedin Hospital Re — Africa READERSHIP IN ANATOMY 
and Universit or - years xpericace 
Box 828, B.MJ special resp ty in Histology) tenable 
SENI Lor Hos ul Medical Cx g present salar 
OR ASSISTANT | within t oon ‘ SO t ad 
on the Clinical and Teaching Staff 050 a yea 
vis ) ons " cs must t 

of Sen UNIVERSITY AND RESEARCH received than May the 
\<s an n Med Unit, Dur Hos | Academ Registrar, University of London, Senate 

f Otag from ms holding Hous W C.1, from whom further particulars 

¢eith 
H a high f n and have had tw IMPERIAL CHEMICAL INDUSTRIES LIMITED 
x ned Ph D ) bas the wing vaca 
H six y n und ) its mew R A Park SCHOLARSHIPS 
hav th practica xpe Senior Pharmacologist, Physiologist 
en oo or Experimental Pathologist, to work on o GUY'S HOSPITAL MEDICAL SCHOO! 
The As anks as Lecturer or S tes sh t 
M as a Junor nd BEANEY SCHOLARSHIP FOR MATERIA 
nd t " vat the H ta | (2) Junior Pharmacologists or Ph: siologists, ma MEDICA 
En n M ft s) R tions r fen work scas 
Th mmer at ( Applications are inv the Beaney Scholar 
f som S M 1 Med Candidates for th 
Medical Off Salaries G Committ » | j \ h ved ‘ 
acc he q f nat G H M 

A ants ss d havé a e@ backg nd 1 Lin i s D | w Ha kn Ma a Medica rclud 

Condit f app m r forn NORTHERN IRELAND HOSPITALS t ‘ Th 
may t i fr Off { the Con AUTHORITY 
New 14 Th Strand. I Th < ‘ 
don r fror APPOINTMENT OF JUNIOR TUTOR/SENIOR | rOxIn Forms 

i t d by tt 
und p k an 1 Monda nad 
May s7—W_ AW nson, Secretary. NOTICES 
Hospital Board. P.O. Box 946. Dunedin. N 
Senten enone he ument |} APPLICANTS ARE ADVISED NOT TO SEND 
University duties as Junior Tu Dep edvert 
m Sureecry App i s sh dt n | nen suit 
a m which (w nt ver «t rn 
ticulars) from S tary N 

App %s afe invited from registered medica and which must be returned so as to t 1 | PAEDIATRICIANS, PATHOLOGISTS AND 
ractitioners for th position of V ting Obstet not later than May 14, 195 6597) OBSTETRICIANS in th KD nd 
’ th Wanganui General Hospita U.S.A ry nterested in hildt 
Wangan New Zealand The salary payable b THE UNIVERSITY OF MANCHESTER and who ms , 2 1 , 
th Hos Board is governed by Hoxpita th s of stilit f n ty 
E Reg nd tt resent RBENGER RESEARCH FELLOWSHIP IN lity req 
of the re s £349 per annum. Further | PHARMACOLOGY ¢ Great Sritain. 64. Gres 
par j h Adv svited for the above f Rus St Wwe (659 
D of t f M of Journ ‘om than £60 
a s, sta ge, qualifications and ge year. with possible exter PREGNANCY DIAGNOSIS BY THE XENOPUS 
prev se with ndersigned on year The | is | METHOD 24 howr service. { 

and is nt graduates » Med Ph try Welbeck B gical Lat 
WELLINGTON HOSPITAL BOARD Science ding Pharmacy it her suit Park Crescent, Portland Place, W.1. MUS 5386-7 
Wellington, New Zealand qualified sndidates one al dt 
semt not lat than July 1, 1 t Ree ’ | ROYAL COLLEGE OF SURGEONS OF 
REGISTRAR IN TUBERCULOSIS the Universit Manchester, 13. from whom copie« | ENGLAND 

€ the regulations and forms of a ation may | COURT OF EXAMINERS 

Ree ‘ + Tut sis at the W na Hos be obtaincd 652 Notice ' ven that the ( - 
New Z nd A\2nimum salary | July “ Men 

UNIVERSITY OF GLASGOW | Court of Examiners The Examiners who ha 
Registrar is €N.Z.' rising by one increment | retired ir ' P F. A. R. Stammer 
iN.Z7.55 1 £N.7.980 per annum. and fur Senior LECTURESHIP in Medicine at the Royal Infirmary and M Ralph Mar m. d t seck 

EN.2Z.1.035, rising by annua Applications are invited for a Lecturesh n Fellows 
rents maximum of £N.Z.1.19 the Der ment of Medicine at the Royal Infirmary candi n ma 

In thes rates a vine ta Aance Salar placement on t mite act in w tr Ss r before J 4 
of tN.Z.2 cr annum its nyable \ transporta- — The final maximum is £1 19587 nedy Secretary Lincoln Inn 

at ine ap ants js, 1 jon, 6554 

an n FSS 1 and amily 
should apply to High ¢ for New 
Zea 4 The Strand, |! W.C.2, for a not later than May 15. 1957. with the unders ROYAL COLLEGE OF SURGEONS OF 
Sct f Information this position ENGLAND 

m w m part s ma 

Ap ations <e with tt Secretar Private Bag Robt. T Hutcheson. Secretary of University t F 
Wellington Hospital, W ngton. New Zealand, at 6772) COUNCIL ELECTION 
9a n Tuesday, June 4, 1957.—J. B. I. k Tuesd dee 
Secretar (6581 sda Ar was da t 


WORLD HEALTH ORGANIZATION the names of candidates were to be received 
E ction of Members of the Coun 


WESTERN REGION OF NIGERIA FELLOWSHIPS h 
ne tak n ily 4 nm nor 
ave forw tt secretary by ndid 
SPECIALIST PHYSICIAN A small numoer of I wships is to be awarded auntie all the fi can xecasioned by 

required mostly at Adeoyo Hospital 1958 study in Euros retiremen rot f Sir Ernest Finch, M 
Ibadan je visits in nsulting capacity to World Health Organ = A. Dick Wris S Su 1 Cad and Pro 
other h St possess medical qualifications Come fess Dig Chamberlain, and icath of 

> tered nurses of at Icast five years’ standing who int 

equiva east = years pos registration tion or Medical Research in the United Kingdom ip Cad K BI CB Veate 
Dut not csscntia Appointment may be: (a) from (1) RESIDENT FELLOWSHIPS G) Diet Chamt ain, General Iofirmary, Leeds 
the Nat H th Ser ¢. candidate retaining for a period which will not ex j r months (Fellow 1924) Coun 1949 Rodney 
superannuation rights up to six years and receiving Q) TRAVELLING FELLOWSHIPS once Maing. & a Bh, og 
@ gratuity (taxal { of ageregate of salary ; 1921 ( Ar John Gardham, [ . Col- 
or 2 sh tern vtract (one tour in first of shorter duration for senior persons holding ge Hospital (Fellow. 1924) (6) Nort Lestie 
inst : of 12-24 m hs’ d tion according to responsible appointments Capener Royal Devon and Exeter H tal 
ag S (a 2.220 a year, and (b) Applications, giving full part of quailifica Fellow, 1924). (7) Francis Alan Roland Stan : 
£2.664 8 satisfactor cor tions xp nce posed programme and dura C.BE r.D Birmins n United Hospitals 
pietion f t 7 10s each n study, and mp ib names of (F " 975) D « W m Claridec 
con ted p of ns” service xclud tw h 1) By thos sident d. The London Hospital w, 1928 
lea ft sted under (b) required in S Department of Health | (9) John Cridlan Barrett, V.¢ T.D., Leicester 
but t Ww nd Orphs I n for S sH Ed 1; | R na F 928 Th as 
Ss 0 . at low renta Tax (t I an » the H Middlesex Hos " (Fe 
nermissible ; generous | § h I G n Ralph Marnham, St. G sH al 
bon 8.24 months. Fr I (12) Frank Wild H wor f 
sewurn pas ond en (up | S h, S R Royal ary w, 19 (13) Ronald 
“ \ » forms from Director of | W I mark World Health \ R .B.E.. T.D.. Royal Marsden 
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»---A CONTRIBUTION TO SURGICAL HISTORY 


THE LONDON HOSPITAL in their Ligature Laboratories, were the 


pioneers in England in the manufacture of Surgical Catgut 


throughout from lambs’ intestine to finished Sterile Tube. 


YOU CAN HAVE ABSOLUTE CONFIDENCE IN 


LHC 


Sizes 2/0, 0 and 1 are recommended for general surgery, because finer gauges 
mean less scar tissue and quicker healing. 


London 
E Hospital 
Catgut 


